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CHAPTER I. INTRODUCTION 
The general goal of a speech and language program for children is 
to bring about a positive change in childrens' communication and inter­
action with their environment. The necessity of parental involvement 
in the speech and language program seems crucial. There is consider­
able research which indicates that parental involvement in the educa­
tional process is important in obtaining educational goals (Enzer, 1976; 
Gordon, 1972; Liddle & Rockwell, 1964; Webster, 1966; Weikart, 1971). 
Parental involvement in speech and language programs is not a new 
concept. Wood (1948) recognized this concept and stated, "Treatment 
for the child should be accompanied by treatment for the parents" (p. 
210). He used the term "treatment" to apply to various means of inter­
acting with parents, e.g., counseling, imparting information, and train­
ing parents to do therapy. Sommers (1962) published a study on the 
effects of training mothers of children with functional misarticulations 
and discovered that subjects whose mothers were trained to assist in 
the correction of misarticulations made significantly greater progress 
than subjects whose mothers were not trained. Webster (1968) has pro­
moted the need to treat parents and presented suggestions on two proce­
dures, group discussion and role-playing, which can be utilized in work­
ing with groups of parents of children with communication problems. Two 
other approaches to parental involvement, an intensive program and a 
workshop program, were presented by Jelinek and Schaub (1973) and were 
considered to be effective in training parents to assist in their 
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child* s remediation program. 
Most pathologists involve parents or support such a concept in 
principle. However, parental involvement seems most evident in private 
practice and clinical programs where parents attend sessions with their 
child. Parents are usually involved in these programs because they 
either sought out the pathologist or they followed through with a re­
ferral for additional services initiated by someone else. They also 
provide transportation to therapy and interact with the professional regu­
larly. These employment settings, private practice and clinical pro­
grams, allow the pathologists the flexibility to schedule therapy ses­
sions during the parents' best time and offer opportunities for immedi­
ate input and feedback in the therapy sessions. However, speech and 
language programs in clinical settings are not free of problems. An in­
formal inquiry by Eisenstadt (1972) revealed that parents were not always 
pleased with the pathologist-parent interaction. He stated. Parents 
complained of not receiving adequate information in the following areas: 
1. guidance as to which specialists, in what sequence, should 
have priority in the diagnostic and therapeutic programs 
2. how to prepare the child for the examination sessions 
3. clinician's explanation of examination findings 
4. parent's role in supportive therapy 
5. progress and the probable duration of the rehabilitation 
program 
6. preparation for emotional problems that may arise in the 
home as a result of the program 
7. specific directions to the parent at the termination of 
therapy. (Eisenstadt, 1972, pp. 7-9) 
The interaction between parent and pathologist is also important in 
the public school system but is frequently neglected by practicing pa­
thologists because of numerous responsibilities, such as, determining 
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caseload, testing, programming, reporting information and being employed 
on an itinerant basis, traveling from building to building. These re­
sponsibilities occupy the majority of the pathologist's time and leave 
less time to interact with parents and solicit their input for program­
ming. 
A current indepth analysis has not been located in the literature 
on the relationship between the public school speech-language patholo­
gist and parents of communicatively handicapped children. An early 
study by Knight, Hahn, Ervin, and Mclsaac (1961), which was also part 
of a nationwide survey of practicing school pathologists, recognized 
the influence of the parents and home environment on the attitudes of 
children toward their problems and upon their efforts to overcome them. 
Based on questionnaires to over 1400 practicing school pathologists to 
examine their relationships with the parents of speech-impaired children. 
Knight et al. (1961) discovered that, "40% of the pathologists ex­
pressed the belief that they should establish contact with all the par­
ents; 46% stated that contacts should be made with most parents; 12% 
conferred only with the parents of the most severely handicapped" (p. 
17). Although this study was done in 1961, it substantiated the basic 
implication that pathologists think that parents should be involved in 
the communication program. The study also seemed to infer that pathol­
ogists are not sure how much involvement should be expected of the par­
ents in such a program. 
Since children spend more time at home than they do in school, it 
seems advantageous that parents be informed of their children's problem 
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and be encouraged to participate actively in planning their program. 
With the passing of public laws 93-579 (Privacy Act) and 94-142 (Bill 
of Rights for the Handicapped) an increase in the interest by parents 
in educational programs is anticipated. Parents have the right to be 
involved in the process of educating their children. Parents of handi­
capped children not only have this right but are needed to aid in edu­
cating their children. Speech-language pathologists can educate parents 
and help them develop confidence in their ability to work with their 
children. While this responsibility of working with and helping parents 
is assumed and accepted by most practicing pathologists, they are not 
always prepared for it. As Schuckers and McDonald (Note 1) stated, 
"If we look to our professional organization for a statement of duties 
required of a person considered to be professionally competent, we find 
total absence of required experience in the area of working with par­
ents" (p. 2). 
Practicing school pathologists in the field are becoming increas­
ingly aware that in order to provide an effective program, they need 
actively to seek help from the parents. The move toward parental in­
volvement in public school speech and language programs and the need 
for current information in the area of parent-pathologist interaction 
is quite timely in view of current legislation. 
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Purpose of the Study 
This study was undertaken to collect information from speech-lan­
guage pathologists practicing in public school settings. This informa­
tion would provide a basis for describing involvement of parents in pub­
lic school speech and language programs. The study also proposes to 
determine the relationship of parental involvement to certain demographic 
(personal, social and professional) data and the current practice envi­
ronment of the pathologists. The information for this study was col­
lected through a questionnaire designed by the author to obtain demo­
graphic data, information on practice environment, opinions about parents 
with whom pathologists have worked, and the extent to which pathologists 
felt parents should be involved in different phases of the therapy pro­
gram. It was hypothesized that the demographic characteristics and cur­
rent practice environment information would influence the pathologists' 
opinions of parents and the desired parental involvement in public school 
programs for consnunicatively impaired children. 
Definitions 
The following terms will be used throughout this and later chapters 
of this study. These definitions should be of assistance to the reader. 
The terms and the definitions are as follows: 
1. Parent-pathologist interaction—any direct communication be­
tween the parent of a communicatively handicapped child and 
the speech-language pathologist including conferences, tele­
phone calls, and exchange of written correspondence. 
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2. Demographic characteristics—personal, social and professional 
background information about the pathologist, e.g., sex, age, 
marital status, children, ASHA certification, university or 
college preparation and work experience. 
3. Current practice environment—work setting information, e.g., 
caseload, types of communication problems, types of parental 
contact used, methods of follow-through, record-keeping pro­
cedures. 
4. Phases of therapy—identification of the problem, assessment 
and evaluation of the probl^, therapy or programming, and 
final dismissal (Garbee, 1967). 
5. Speech, Language and Hearing Pathology—The primary purpose of 
the profession is to encourage the alleviation of communication 
disorders. The professional society is known as the Ameri­
can Speech and Hearing Association, ASHA (Boone, 1977). 
6. Speech-Language Pathologist—Titles used by the members of the 
profession have changed over the years. For example, speech 
correctionist, speech and hearing correctionist, speech clini­
cian, speech therapist and speech pathologist are all titles 
used by professionals in this field of study (ASHA, 1966; 
Knight et al., 1961; Mann & May, 1970). Recently, members of 
the profession holding single competence in the area of Speech 
Pathology, are encouraged to use the title. Speech-Language 
Pathologist (ASHA, 1977). For brevity, the term. Speech-Lan­
guage Pathologist, will be reduced to pathologist. Services 
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provided by pathologists include the following: 
a. Identification of the problem 
b. Comprehensive assessment (diagnostic evaluation) 
c. Referral (for additional service) 
d. Parent counseling and instruction 
e. Pupil counseling and placement 
f. Teacher counseling and inservice 
g. Direct or indirect clinical-educational management 
h. Program evaluation 
i. Pupil reassessment 
j. Dismissal and follow-up 
k. Research (Healey & Johnson, 1973-74) . 
Objectives of the Study 
The specific objectives of this study were: 
1. To determine and describe the personal, social and professional 
background of speech-language pathologists practicing in the 
public schools. 
2. To determine the types and amount of parental contact (e.g., in­
dividual and/or group conferences, telephone, and written cor­
respondence) currently used by speech-language pathologists. 
3. To determine the methods used to evaluate the effectiveness 
of the follow-through phase of the pupil's therapy program. 
4. To measure pathologists' opinions of parents with whom they 
have worked in therapy programs. 
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To measure the extent to which pathologists believe parents 
should be involved in the various phases of a communication 
program (identification, assessment and evaluation, therapy, 
and final dismissal). 
To determine the relationship among the demographic character­
istics and current practice environment of pathologists and 
their opinions about parents with whom they have worked and 
the extent to which the parents should be involved in different 
phases of a therapy program. 
Basic Assumptions of the Study 
The following assun^tions were made in the construction of this study 
and could be factors in the validity of the results: 
1. Speech-language pathologists completing and returning the ques­
tionnaire were representative of the total population of pathol­
ogists in Iowa. 
2. Speech-language pathologists responded to the questionnaire in 
such a manner that is an accurate depiction of their character­
istics, current practices and opinions of working with parents 
of communicatively handicapped children. 
3. The paired-adjective word scale is a reliable and valid measure 
accurately reflecting pathologists' opinions about parents of 
comminicatively handicapped children. 
4. The involvement scale on the extent to which parents should be 
involved in different phases of a therapy program is a 
5. 
6 .  
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reliable and valid measure of speech-language pathologists' 
attitudes towards parental involvement. 
Restrictions in Scope of Investigation 
The survey by means of a questionnaire (see Appendix B) was limited 
to Iowa public school speech-language pathologists. The subjects in­
volved in this study were employed in the state of Iowa during the months 
of January and February 1977 as practicing speech-language pathologists 
in public school systems. Generalizations will not be projected to 
pathologists working in clinics, private practices, hospitals, community 
speech and hearing centers or other states. 
Summary 
In sunxnary, the initial task of a speech and language pathologist 
is to find the most effective way of utilizing methods to help the child 
"improve" his or her speech and language. Parental involvement and 
participation at home is considered an intrinsic part of the program. 
Recent legislation has emphasized this program feature. The ways in 
which parents are involved will vary with the child's needs, the parents' 
willingness or ability to cooperate and the individual speech-language 
pathologist. A "partnership" between the parent and pathologist is 
needed and such a "partnership" is very difficult to establish because 
each participant is likely to have different priorities and philosophies 
on parental involvement. This study was designed to collect information 
from practicing speech-language pathologists in the state of Iowa which 
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will provide a basis for describing current involvement of parents in 
speech and language programs as defined by the speech-language patholo­
gist. 
The following chapter will outline in greater detail the frame­
work and rationale for this study. 
Chapter III will explain the procedures of data collection, measure­
ment and analysis. 
Chapter IV will include the findings of the study. 
Chapter V will discuss the findings and Chapter VI will summarize 
the study and offer suggestions for future research in this area. 
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CHAPTER II. FRAMEWORK OF STUDY 
Introduction 
The role of parents in the educational program of the child has 
been recognized for quite some time as evidenced by the formation of 
such formal groups as Parent Teacher Associations and formal and infor­
mal meetings of parents and teachers in conferences throughout the school 
year. The importance of this involvement of parents in educational pro­
grams is high-lighted in the legislation of Public Law 94-142 which 
makes a specific reference to parents being involved in the educational 
planning of their child. This law guarantees the educational rights of 
handicapped children and their parents and requires that parents be in­
formed in ifriting and participate in all school planning, action or 
recOTmendations made regarding their child that may change or fail to 
change their child* s school program. Some of the key provisions of 
P.L. 94-142 as summarized by Closer Look Report, (New Education Law, 
1976) are: 
1. Strong safeguards of the due process rights of parents and 
children must be guaranteed by states and local agencies. 
These safeguards protect parents' rights in all procedures 
related to the identification, evaluation and placements of 
their children, and the provision of a free and appropriate 
education for their children. This provision also provides 
for the opportunity to protest educational decisions made 
by school officials. 
2. Individualized educational plans are to be prepared for each 
child, with parents participating on the team and the child 
also when appropriate. The prescriptions must include short 
and long term educational goals and specific sources to be 
provided. 
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These provisions, which will vary to some degree according to the activ­
ity level of parental involvement within the state, will become effec­
tive for individuals ages 3 to 18 years in 1978 and for individuals ages 
3 to 21 years in 1980 (New Education Law, 1976). Most states have de­
veloped a state plan for implementation of P.L. 94-142 and indicate that 
individual educational programs will be developed for exceptional chil­
dren on an annual basis that describes the unique educational needs of 
the child in special education. The lEP, Individual Education Program, 
will also include a description of how these needs will be met. Such a 
plan must be developed in conference(s) in which parents or guardians 
and the child, if appropriate, are provided the opportunity to interact 
regarding the plan. This means that speech-language pathologists no 
longer have the option of involving parents in the communication pro­
gram; they must do so. However, even if pathologists have positive 
opinions about parents and positive attitudes toward parental involve­
ment, they still are faced with the problem of implementation. Accord­
ing to Clements and Alexander (1975), 
Attitudes toward parental involvement in the education and 
socialization of their children, while nearly always offici­
ally affirmative and encouraged by school personnel and 
special education in particular, in reality run the gamut 
from total disassociation to active participation and commit­
ment required of parents for their children to continue to 
receive educational and therapeutic services, (p. 1) 
The fact that parents are effective change agents in remedial 
programs as they work with their exceptional children is well-docu-
mented (Bush & Bonachea, 1973; Carrier, 1970; Fudala, England, & 
Ganoung, 1972; Sommers, Shilling, Paul, Copeta, Bowser, & McClintock, 
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1959; Tufts & Eolliday, 1959). However, parent-pathologist interaction 
is still a new venture for many public school speech-language patholo­
gists, and their attitudes and opinions about parents need to be ex­
amined. There are 28,000 ASHA members of which 41%, 11,480, are public 
school speech-language pathologists and there are approximately 9,000 
nonmembers of ASHA (Boone, Note 2). Both members and nonmembers perform 
the same services. With this size work force in the public schools, 
their attitudes toward parental involvement in the educational process, 
and their interactions with exceptional children and their teachers be­
come a major factor in shaping the implementation of the new law P.L. 
94-142. 
In order to understand the willingness and the capability of profes­
sionals in the school system to interact with parents and plan educational 
programs on the basis which would be compliant with the new law, it is 
essential that the past role and functions of the pathologist be reviewed. 
Professional Functions 
Traditionally, the speech-language pathologist provides a range of 
services in a variety of employment settings. According to ASHA (1962), 
the professional organization of speech-language pathologists. 
The nature of the services provided and the educational re­
quirements necessary for clinical competence do not vary 
in any fundamental way for the different employment con­
texts. (p. 99) 
While the educational requirements for clinical competence are the 
same for speech-language pathologists functioning in all employment set­
tings, e.g., hospitals, university clinics, community centers, private 
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practice and public schools, the details of work relationships vary. It 
appears that the public school setting has provided more controversy in 
establishing and identifying roles and responsibilities than some of the 
other settings (ASM, 1962; Ainsworth, 1965). Because some pathologists 
conduct "speech improvement classes," which are usually carried out in 
the classroom, and others provide "clinical speech services," which are 
usually carried out in a private room on a one-to-one or small group 
basis, some confusion concerning the appropriate role developed. ASHA 
(1962) stated that 
The roles and function of the speech and hearing specialist 
in the public school systems are sometimes confused with those 
of instructional personnel such as classroom teachers . . . 
the nature of the services and the functions of speech and 
hearing specialists in the schools may be clearly differen­
tiated from those of instructional personnel, (p. 99). 
Tftifortunately, the statement by ASHA did not completely solve the prob­
lem. How the speech-language pathologist functions in schools is fre­
quently determined by the administration of the particular school system. 
The state consultant, coordinators and supervisors in speech-language 
pathology work together to keep the administrators informed on the pro­
gram philosophy and to facilitate better understanding of the patholo­
gist's role. 
Ainsworth (1965) presented two points of view aimed toward interpre­
tation of public school speech-language pathologists' roles. His first 
point of view looked upon the speech specialist as "an independent pro­
fessional person who is responsible for diagnosing and treating the 
speech disorders of children in public schools" (p. 495). He labeled 
this point of view as "separatist" and described the specialist as 
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fulfilling his role when he successfully carried out the clinical activ­
ities for which he was trained (Ainsworth, 1965). This viewpoint may 
be considered analogous to a "medical model." If a pathologist advo­
cated the "medical model," then the professional role required that one 
complete the following tasks: 1) identify the problem, 2) give a prob­
able etiology, 3) report information, 4) contact parents, 5) establish 
a program for the child. The pathologist cooperates with other profes­
sionals within the educational system but rarely if ever beccmes involved 
in discipline management and symptoms of the problem. 
The second point of view, labeled by Ainsworth as "participant" was 
similar to the first, but some distinct differences in emphasis and 
direction were pointed out. According to Ainsworth (1965), 
The concept is similar to the first in that it views the 
role of the speech specialist to be that of an independent 
professional who provides a remedial and therapeutic service 
to the children in the schools. However, it conceives of 
additional responsibilities which can be sunmarized by say­
ing that the speech specialist is obligated to make a direct 
contribution to, and thus be an integral part of, the on­
going educational program, (p. 495). 
The second viewpoint may be considered analogous to an "educational 
model." This means that the speech-language pathologist is a part of 
the educational team responsible for the educational process of a par­
ticular child. The team members might consist of a number of profes­
sionals representing various disciplines. Two consistent members of 
the team besides the speech-language pathologist are the classroom 
teacher and parent(s). 
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Delivery Systems 
In addition to the specific or personnel roles for individual 
speech-language pathologists in the school, it is important to review 
services provided in public school speech and language programs. Prob­
ably the best description of these services vas offered by Healey and 
Johnson (1973-74) who described the expansion of the public school 
speech and language programs from supportive and consultative services 
to various other program services, all of which were affiliated with 
the school system. The services or delivery systems typically provided 
the following options: 
1. Diagnostic/educational team. The team's role is one of 
assessing pupils and assisting specialists and classroom 
teachers in formulating an educational plan and ongoing 
evaluation system. 
2. Diagnostic center placement. This option may be used to 
provide thorough diagnostic assessments and appropriate 
educational plans for pupils enrolled on a short-term 
basis in the center. 
3. A full-time special class. In the special class, the 
educational program emphasized the development of recep­
tive and expressive language competencies necessary for 
academic, social, and emotional growth. 
4. The transition or integration class. A transition class 
is a special class where communicatively handicapped 
pupils work daily with language,.speech, and hearing per­
sonnel for at least half of the school day as beginning 
integration into regular or other special classes where 
they spend the remainder of the school day. 
5. The resource room. A resource room is a part-time class 
(less than half time) where language, speech, or hearing 
specialists provide a minimum of one hour of daily in­
struction for individual pupils or groups with severe 
language, speech or hearing disorders and requiring in­
tensive services. 
6. Regular classroom placement supportive services. This 
option may be used for pupils with conanunicative dis­
orders, deviations, or general communication development 
needs. Supportive services; e.g., itinerant basis or 
single building basis. 
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Hospital or home-bound. A language, speech or hearing 
specialist works in this model with pupils who have com­
municative disorders but are unable to attend school be­
cause of confinement to their homes or to hospital. 
The consultant model. The language, speech, or hearing 
staff provide information for the regular or special 
classroom teacher or aide when a pupil in the class re­
quires some modification in the program, materials or 
procedures offered by the regular or special classroom 
teacher. 
Parent/infant instruction services. In this option, 
parents are provided with guidance and instruction for 
assisting infants and preschoolers to develop appropriate 
communicative behaviors and skills. 
Contractual and/or cooperative services. This option 
involves the establishment and maintenance of a contrac­
tual arrangement to provide services when appropriate 
program placement is not available locally, or the dis­
trict school population does not yield a sufficient base 
to establish a sequential program. 
Residential program placement. This option should be con­
sidered primarily for pupils with severe communication 
disorders, and consists of arranging intra- or interstate 
agreements with appropriate agencies, state schools, or 
private schools to accept pupils when other local or in­
state alternatives are not available to meet unique needs 
of individual pupils, (pp. 14-15) 
Speech-language pathologists are expected by ASHA to use, when appropri­
ate, all the above program services or delivery systems. These program 
guidelines prepared by ASS& provide various options of organizational 
structure within which the public school pathologists may function. 
Professional-Parental Interaction 
Regardless of the role, "separatist/medical" or "participant/educa­
tional," assumed by pathologists or the program model or delivery system 
selected by pathologists, certain responsibilities must be completed. 
These responsibilities include: 1) identifying, 2) assessing, 3) sched­
uling, 4) evaluating, 5) programming pupils with conmunication problems. 
8. 
9. 
10. 
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6) Consulting with other professionals, 7) writing reports, and 8) con­
tacting and interacting with parents. The role of parents in accomplish­
ing this last responsibility was identified by Knight et al. (1961). 
They wrote: 
Because of the influence of the home on the attitudes of the 
children toward their problems and upon their efforts to 
overcome them, the parents must receive reports and partici­
pate in conferences. ... In this survey by questionnaire 
no information was gathered in regard to existence of parents' 
groups. However, in the interviews speech correctionists in­
dicated that educational programs for parents are rare. Most 
said that they are so short of time and have such poor facili­
ties that they cannot initiate such programs or arrange for 
frequent conferences with parents. (pp. 16-17) 
Constraints imposed on pathologists meeting their responsibilities 
include caseload numbers, composition of the caseload, number of schools 
served and the time spent in transit between schools. Bingham, Van 
Hatturn, Faulk, and Taussig (1961) stated that: 
The nationwide mean current caseload is approximately 130 
children, while the mean number of children seen at least 
weekly is 111. . . . About 81% of the caseload is comprised 
of children with articulation problems, 6.5% of children 
who stutter. . . . Clinicians serve varying numbers of 
schools, over half serving from three to six schools, 30% 
serving more than that. (p. 48) 
These constraints could interfere with developing effective service pro­
grams and effective relationships with children and parents. In recent 
years opportunities to select various delivery systems described earlier 
in this chapter have allowed pathologists to expand their services and 
direct their attention to controlling or alleviating these constraints. 
Some pathologists have been able to reduce and vary their caseload by 
using communication aides, and to reshape their role and function within 
the school system through the selection of one or more delivery systems 
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(Van Hattum, 1976). 
Additional constraints, not documented in the literature, which may 
interfere with effective program services and pathologist-parental 
interaction include nature of the college curriculum, supervised prac-
ticum experience, and previous work experience with parents. If the 
pathologist received adequate preparation to work with parents and had 
good relationships with parents, then the pathologist would be more likely 
to encourage parental involvement in the communication program. The 
opposite would be expected to occur, if the preparation was inadequate 
and the relationships were negative. 
The pathologist's work hours can also influence the frequency of 
parental contact. The public school pathologist's and parent's working 
hours are often the same. Although some pathologists may be able to vary 
their working hours, another constraint could be their family responsi­
bilities. The heavier their own home responsibilities are, the less 
time would be available for interaction outside regular working hours. 
The interactions that occur between professional personnel and 
parents may be influenced by the work situation of both parties, respon­
sibilities of both professional and parents, and as indicated in the 
next section, by attitudes toward the problems with which they are 
dealing. 
Professional-Parental Attitudes Toward Exceptionality 
The speech-language pathologist holds a different social and emo­
tional position with respect to the child's handicap than the parent. 
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The professional person is in the position of providing remediation or 
in some instances alleviation of the problem. The parent on the other 
hand may suffer guilt feelings regarding the child's problem and may 
expend large amounts of energy in searching for the cause or in griev­
ing over the problem. Parents may also spend a great deal of time seek­
ing predictions for overcoming the problem and for future status of the 
problem. As Dembo (1964) wrote "It is one thing to know that another 
person has a handicapped child and quite another thing to be a parent 
of a handicapped child" (p. 231). 
Parents vary in their ability to accept and cope with their ex­
ceptional child. Barsch (1969) described two general groups of parents 
found in special education and these groups seemed similar to those 
parents found in communication programs. Based on his descriptions the 
author developed what appeared to be three basic parental groups. 
The first group of parents of handicapped children are, and have 
been aware since early development of their child, that something is 
wrong, and seek professional help before the child reaches school age 
in hopes that the problem will be alleviated before enrollment in school. 
These children are frequently enrolled in university clinic programs, 
preschool therapy or seen in private practice. 
The second group of parents are also aware and have been aware 
since early development of their child that their child has a problem 
and that he or she will need special instructions when he or she reaches 
school age. These parents wait and perhaps unconsciously hope that their 
child will outgrow the problem. If these children are not discovered 
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in a screening test, which may occur in preschool or maybe not until 
kindergarten, then the speech-language pathologist usually receives a 
referral from the classroom teacher. 
The last group of parents become aware of their child's need for 
help after the child has entered school. The child is selected through 
means of a screening procedure or by a referral from the classroom 
teacher. This group can be the most difficult group to work with be­
cause of the initial shock of being notified that their child is en­
rolled in a communication program. The parents' reaction to the notifi­
cation of the child's handicapping condition could determine how re­
ceptive they will be to the invitation to participate in their child's 
treatment program. According to Webster (1976) 
Counselors [Webster used this term to represent all profes­
sionals who work with parents of handicapped children] 
should be aware that diagnosis of almost any disorder in 
a child can constitute a crisis situation for many parents. 
This can be the case even though in the eyes of the coun­
selor, the disorder may be a mild one. (p. 6) 
After a diagnosis, the parents begin to observe their child from a dif­
ferent perspective and may go through several reaction stages before 
reaching the final state of acceptance. Shontz (1965) developed five 
stages of reaction to crisis and Webster (1976) wrote that four of the 
stages related to parents as follows: 
On learning of a child's problem, parents first experience 
shock; the shock of learning that their child has some dis­
ability or defect can be brief or it can last for a long 
period of time. The shock phase can bring numbness and a 
sense of unreality. The shock stage is followed by a realiza­
tion phase which is awareness of the reality of the situation 
facing them and their child. . . . The third reactive stage 
is that of defensive retreat; that is, parents attençt to 
22 
avoid coping with the reality of the situation. . . . The 
retreat phase can be followed by the stage of acknowledgement ; 
with acknowledgement, and in spite of the anxiety and dis­
appointment, the parent can mobilize inner forces to cope 
with the reality of having a handicapped child. It is at the 
stage of acknowledgement that parents can become an active 
participant in the various services provided for them and 
their child, (p. 7) 
It is important that professionals be cognizant of the reaction stage 
the parents have reached before planning for their active participation 
in their child's communication program. Without this awareness it be-
ccmes easy for the professional to falsely accuse the parent of being 
insensitive to the child's needs and thus uncooperative. 
It is equally important that professionals recognize how their atti­
tudes toward exceptionality influences parental involvement. It is pos­
sible that professionals are uncomfortable and uncertain in their ability 
to interact with parents. Therefore, professionals may move through 
stages similar to the reaction stages parents pass through. It appears 
easier for professionals to become concerned with the child's problem 
that involves their training speciality and overlook the fact that they 
are not the only people concerned about the child. This particular 
approach to therapy which basically ignores parents as well as signifi­
cant others can cause parents to withdraw from the professional's reach, 
and create another barrier to professional-parental interaction. If 
both professional and parents can keep the child and not the communica­
tive disorder as their focal point, then they stand a better chance of 
working together to provide the best possible assistance for the child. 
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Theoretical Model 
There is a lack of evidence in the literature to support the assump­
tion that success and extent of services offered by a pathologist in 
the school system depends upon the interaction between home and school. 
However, one can surmise how effective this interaction may be through 
the use of parents as change agents, a well-supported concept. 
A model (Figure 1) was developed for this study as a means of under­
standing the interaction between the two basic environments involving 
the communicatively handicapped child--the home and the school. The 
model was also developed to clarify the general variables involved and 
thus, of organizing the existing literature and designing the portion 
of the model operationalized in this study. 
The speech-language pathologists' goal is to find a therapeutic 
approach that will augment and complement the complex way parents influ­
ence their children. Ideally, the family or parents and school are in­
volved in an interdependent relationship. They are neither independent 
of each other nor are they wholly dependent in each of their interactions 
with the other. 
The model attempts to explain the crossing and sharing of bound­
aries between the systems and the primary actors in the systems. It 
proposes the concept that the parent-child dyad, a member of the family 
system is absorbed into the school system temporarily, and a member of 
the school system—the pathologist—becomes a temporary member of the 
family. This shared or common boundary between two systems is known as 
an interface (Deacon & Firebaugh, 1975). Such a relationship 
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SYSTEMS 
FAMILY 
PARENTS 
SOCIETY 
PATHDIDGIS 
SCHOOL 
SYSTEMS INVOLVED IN STAGES OF TOTAL THERAPY PROGRAM 
identification Stage — Pathologist, Parent (s) and Child 
Assessment Stage—Pathologist and Parent (s) 
Diagnosis Stage—Pathologist and Parent (s) 
Therapy Program Development Stage— Pathologist, 
Parent (s) and Child 
Strategies Stage—Pathologist, Parent (s) and Child 
Evaluation Stage—Pathologist, Parent (s) and School 
Feedback Stage—Pathologist, Pa rent (s). Child and School 
Figure 1. Pathologist-parent(s)-child-school therapy program inter­
action model 
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established between the home and school, specifically between parent(s) 
and pathologist, could facilitate solving the problems of the communica­
tively handicapped child. 
The model provides a general framework for viewing the family and 
its decision-making pattern related to a "special child." The model 
encompasses the following assumptions: 
1. The family is part of the larger society and must be inte­
grated in it. 
2. The family orients the child first to his kin and then to the 
conmunity and society. 
3. The family of orientation is the initial social matrix within 
which personality is rooted and nourished. 
4. Every family has some explicit division of labor and responsi­
bility between husband and wife, parents and children (Clausen, 
1966). 
5. The family should be considered the initial and the primary 
resource and source of help for the handicapped child. It has 
continued responsibility for him and is the most significant 
potential change agent for behaviors and attitudes. 
6. Parents have the need and the right to play a part in the de­
cisions made concerning their children (Falck, 1976). 
It further encompases a similar framework for viewing the educational 
personnel and their decision-making patterns related to a "special 
child." 
1. The classroom teacher helps the child to make the transition 
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from home to school. 
2. The classroom teacher orients the special child to his peer 
group and helps him to accept his exceptionality within the 
school. 
3. The teacher and specialist work together to integrate newly 
learned skills into the classroom. 
4. The classroom teacher and specialist work together along with 
the parents to help the exceptional child generalize these new 
skills from one setting to another. 
The assumptions stated in relation to this model have adequate sup­
port in the literature. Many studies report the influence of parents 
on language and cognitive development, achievement and motivation and 
how these influences affect the child's attitude toward school (Beasley, 
1956; Freeburg & Payne, 1967; Hess & Shipman, 1968; Kaplan, 1970; 
Sampson, 1972; Schaeffer, 1972). 
These assumptions are consistent with the components of the model 
stated below: 
A. Identification 
1. Discovery of problem (survey, self-referral, parents seek­
ing help or referral frœa classroom teacher or others). 
2. Preparation of child for examination and assessment. 
3. Case history (speech and language development, medical 
history). 
B. Assessment (Testing) 
1. Battery of diagnostic tests (auditory assessment. 
27 
psychological, speech mechanism examination, speech and 
language assessment). 
2. The purpose of these tests are explained to the parents and 
to the child, if appropriate. 
3. Teacher interview and description of the child's problem. 
Diagnosis (Interpretation of the Results) 
1. School speech-language pathologist reports results of tests 
to the parents. 
2. Parents support or fail to support interpretation of the 
results. 
3. Together the pathologist and parents explore the results 
and solutions to the problem. 
Therapy Program 
1. Speech-language pathologist will suggest goals and objectives 
for child. 
2. Parents will be encouraged to help establish priorities 
for their child's program. 
3. Child will be encouraged to help establish goals and objec­
tives (this will be used when it is appropriate). 
4. The parents will be given a clear understanding of what 
therapeutic or remedial procedures will be used and what 
part they can expect to serve in the future to support or 
reinforce the school program. 
5. The remedial program should be explained to the individual 
receiving help, using the proper concepts and appropriate 
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language to facilitate his understanding of the nature 
of the program. 
Describing Alternative Strategies 
1. Constraints. The parents and the pathologist will work to­
gether to identify constraints in the program and to remove 
them when possible. 
2. Facilitations. The parents and the pathologist will work 
together to identify facilitators in the program and add 
additional facilitators when possible. 
Evaluation of Progress 
1. Provide time by scheduling conferences at regular intervals 
to share information with parents and vice versa that docu­
ments change or lack of it. For example, vocabulary change, 
baseline change information, standardized testing at regu­
lar intervals. 
2. Feedback should occur throughout the program between school 
and home and vice versa. 
3. The classroom teacher is asked to submit a progress report 
related to the child's ability to integrate his newly ac­
quired communicative skills in other settings. 
4. The public school speech-language pathologist submits prog­
ress reports to the classroom teacher, parents, and other pro­
fessionals working with the child. 
Feedback 
1. Inadequate feedback suggests a nonfunctional model, hence 
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an inadequate program service for the child. 
2. Adequate feedback is characterized by any member of the 
therapy program describing effectively the program and 
its functions to other members. 
This model represents one pattern of interaction between patholo­
gist, as a representative of the school, and parents, as representatives 
for the child. This model retains the child and his communicative dis­
order as the center focus in establishing the guidelines for home-school 
interaction. The model presented here attends to the roles, responsibil­
ities, and necessary interaction of both professional personnel and par­
ents. An educational system cannot accept total responsibility for 
change in a child or parent who sets up barriers to change. Neither can 
a parent accept responsibility for educational management of a child in 
a school system that displays uncooperative, rigid attitudes with inabil­
ity to adjust to individual needs of its pupils. 
Hypotheses 
The concept of parental involvement in therapy programs has been 
associated basically with the goal of achieving significant change in the 
coDinunication pattern of the child. Some of the unknown variables in 
studies citing significant changes include personal and social charac­
teristics of pathologists, aspects of the system within which patholo­
gists work and characteristics of the parents and children. The proposed 
model, based on parent-pathologist-child interaction, also inç>lies that 
pathologists' attitudes toward parental involvement, opinions about 
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parents, professional training and organization and management of their 
therapy programs are equally important variables to consider when plan­
ning an effective therapy program for the communicatively handicapped 
child. Limitation in resources restricted the data collection to re­
sponses from one segment of the model, namely, the pathologist. This 
substantially restricts the opportunity to test the model, because of 
reliance on the recall and perceptions of the pathologists responding 
to the mail questionnaire. 
As will be explained in the following chapter, the concept of 
parental involvement was generally operationalized to include a measure 
of pathologists' opinions of parents of communicatively handicapped 
children and a measure of the extent to which pathologists thought par­
ents should be involved in the four phases of a comprehensive COTmunica-
tion program. 
The partial model being tested then suggests that opinions about 
parents and extent of desired involvement are functions of pathologists' 
personal and social characteristics, and the system characteristics 
directly related to the pathologist, defined in this study as current 
practice environment. Based on the objectives of the study, the litera­
ture review and the framework provided by the model, four general hy­
potheses were developed for testing. 
A. There will be a relationship between demographic data of Iowa 
Speech-Language Pathologists and their opinions about parents 
with whom they have worked. 
B. There will be a relationship between demographic data of Iowa 
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Speech-Language Pathologists and their attitudes toward 
parental involvement in public school communication programs. 
C. There will be a relationship between aspects of practice en­
vironment (employment setting) of Iowa Speech-Language Pathol­
ogists and their opinions about parents with whom they have 
worked. 
D. There will be a relationship between aspects of practice en­
vironment (employment setting) of Iowa Speech-Language Pathol­
ogists and their attitudes toward parental involvement in pub­
lic school coznmunication programs. 
Sunmary 
Public school programs following ASHA's guidelines for conçrehen-
sive language, speech, and hearing programs in schools offer various 
models for scheduling therapy services. Each delivery system encom­
passes an opportunity for school-home interaction. Ainsworth (1965) 
wrote. 
The uniqueness of the public school situation is expressed in 
at least three important aspects of the therapeutic manage­
ment; the organizational factors in the program; effective 
relationships with teachers and administration; and parent 
counseling, (p. 496) 
The pathologist obviously assumes the major responsibility for develop­
ing and establishing programs to serve the communicatively handicapped 
child in a public school setting. The individual pupil being served 
along with his parents must remain the primary concern and the primary 
focus of these programs. In order to fulfill that major responsibility 
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within the framework of the delivery systems described, an effective 
parent-pathologist relationship is needed. Consideration must be given 
to those factors that influence this interaction as described earlier in 
the chapter. In meeting the objectives established for this study, the 
four major hypotheses relating demographic characteristics and practice 
environment to opinions about parents and attitudes toward parental in­
volvement stated earlier in this chapter will be tested. 
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CHAPTER III. METHODOLOGY 
This chapter describes the sample, the design that was used in 
carrying out the study, an explanation of the measures used and a de­
scription of the statistics used in the analysis. 
Description of the Subjects 
The subjects in this study were all of the speech-language patholo­
gists employed in public school systems of Iowa during the months of 
January and February, 1977, The names and employment addresses were ob­
tained through the assistance of State Consultant of Clinical Speech 
Services, J. Joseph Freilinger, Ph.D. 
Research Design and Procedures 
The questionnaire (see Appendix B) was developed and prepared by 
the author. The information to be gathered was organized into four 
sections. 
Section one of the questionnaire requested information about the 
speech-language pathologist's personal, social and professional back­
ground, such as sex, age, marital status, presence or absence of chil­
dren, number of children, years of employment experience, employment 
status (part or full time), level of education, certification, member­
ship in professional organizations as a speech-language pathologist, sub­
ject preparation and supervised practicum experience received during 
professional preparation as a speech-language pathologist, subject 
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preparation and supervised practicum experience received during profes­
sional training, additional professional preparation received, contact 
with private practice clients, and indication of inmediate family mem­
bers with communicative disorders. 
Section two of the questionnaire requested information about the 
speech-language pathologist's current practice environment, such as, 
caseload, population of school buildings served, distribution of case­
load by grade levels, distribution of caseload by communication disorder, 
determinates of caseload, indication of articulation and language tests 
used and frequency of use, record-keeping system and procedures, per­
ceived rapport with members of other professions, indication of types of 
parental contact and frequency of use, rank-order parental contact on 
the basis of "best results," indication of types of parental contact 
used with specific communication disorder and the four phases of the 
therapy program, indication of follow-through techniques and most fre­
quently used techniques, indication of weekly professional activities 
and the average number of hours spent in each one, and evaluation of 
the employment environment. 
In section three of the questionnaire, 30 adjective word-pairs 
were used to assess pathologists' opinions about parents of communica­
tively handicapped children with whom they have worked. 
Section four of the questionnaire assessed the speech-language 
pathologists' attitude toward the extent of parental involvement in each 
of the four phases of a therapy program, i.e., identification of the 
problem, assessment of the problem, therapy and final evaluation of 
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the problem. 
Pilot Study and Results 
The pretest questionnaire was examined by a small number of speech-
language pathologists in supervisory positions to determine the effec­
tiveness of the tool in eliciting the information desired and to esti­
mate the time required for completion of the research instrument. 
The 30 adjective word-pairs and the four-item attitude scale were 
administered as a pilot test to 60 practicing public school speech-
language pathologists in attendance at the American Speech and Hearing 
Association Convention in Houston, Texas during November, 1976. Using 
these responses, a conq>uter program was utilized to tabulate responses 
for both sections. The average interitem correlation of the 30 adjec­
tive word-pairs was sufficiently high to warrant retaining all the pairs 
of words in the final questionnaire. The interitem correlation of the 
four-item attitude scale was marginal but warranted retaining. It was 
recognized that the four items could be used as single-item indicators 
for each of the four therapy phases. 
On the pretest the alpha coefficient of reliability for the 30 
adjective word-pairs was 0.912. The alpha coefficient of reliability 
for the four attitude items was 0.696. 
The final form of the questionnaire was generated by the author 
from the tabulated results and the written and verbal comments of the 
participating pathologists. The 30 adjective word-pairs were arranged 
in the questionnaire by using a table of random numbers. 
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Sampling Procedures 
An explanatory cover letter was sent in December, 1976,. to all Area 
Education Agencies (AEA) directors along with a support letter from the 
State Consultant of Clinical Speech Services, requesting their coopera­
tion and support in encouraging pathologists in their area to complete 
and return the questionnaire (see Appendix A). 
Materials then distributed to each pathologist included an explana­
tory cover letter, a questionnaire and an addressed, postage-paid enve­
lope. The cover letter (see Appendix A) emphasized the purpose of the 
study, the importance of each individual's response, and assured re­
spondents that their answers would be kept confidential. Each postage-
paid envelope had a number on the front in the lower left-hand comer so 
that follow-up materials could be sent to nonrespondents. This code 
number was destroyed when all follow-up had been coo^leted, making it 
is^ossible to match an individual to his (her) questionnaire. 
Three and a half weeks after the initial set of materials was 
mailed, 180 follow-up postcards (see Appendix A) were mailed to the in­
dividuals who had not responded. Nine weeks after the initial set of 
materials was mailed, 173 cover letters (see Appendix A), questionnaires 
and postage-paid envelopes were mailed to patholgists ïAo had not re­
sponded. 
The total number of questionnaires distributed was 411. Of these, 
two pathologists returned their questionnaires because of a change in 
employment status and two were dropped because of incomplete information. 
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When the analysis of data began, 321 questionnaires were completed and 
returned by pathologists. Response rates calculated only on these ques­
tionnaires used in this study equaled 78.9%. 
Completed questionnaires were returned by mail to the Speech De­
partment Office where they were collected and sent to the major professor 
of this study at the end of the survey. The author received all ques­
tionnaires in March, 1977. 
Measurement of Variables 
Most of the questions were of the closed-end type. Specific choices 
were available to the respondent, including "other—please specifiy" 
when appropriate. Several questions were dichotomous in nature; others 
were multiple choice in nature; others were multiple choice among dis­
crete options. The appropriate statistical techniques, described later, 
were chosen for analysis to be consistent with the character of the 
variables. 
Variables were coded as "raw" data where appropriate, e.g., age, 
years of experience, therapy hours, etc. Other variables were assigned 
code numbers of the choices available, using a continuous series where 
the variable was defined as continuous. The variables used in the study 
and the code are included in Appendix C. 
One of the dependent variables in this study, pathologists' opinions 
about parents with whom they have worked and/or with whom they are pres­
ently working in their therapy program, was measured by 30 adjective 
word-pairs. This scale was patterned after the semantic differential 
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technique derived from the work of Osgood, Suci, and Tannebaim (1957). 
Adjectives were collected from many sources including professional 
literature (Kirby & Gardner, 1972), adjective check lists, suggestions 
by people working with parents and professionals interested in the study. 
The initial objective of the author was to develop a scale with 
three general dimensions as indicated below; 
A. adjective word-pairs representing the parent-pathologists 
interaction; 
B. adjective word-pairs representing the parent characteristics 
in general; 
C. and adjective word-pairs representing parent-child interactions 
as observed by pathologists. 
After all the word-pairs were compiled, the full scale contained a total 
of 30 items, 10 in each of the dimensions described previously. Pathol­
ogists were instructed to indicate their perception of the parents with 
whom they had worked or were working by encircling a number on the con­
tinuum, using the number closest to the adjective descriptor most charac­
teristic of parents. Zero was to represent a neutral or no opinion re­
sponse. 
Example: 
Quarrelsome 54321012345 Harmonious 
The certainty method was used to score this section of the question­
naire. According to Warren, Klonglan and Sabri (1969), "The certainty 
method of scoring incorporates a given response framework as well as 
assigning of numbers to stimuli. . . . The certainty method is an 11-
point continuum and the scoring procedure indicates assigning larger 
values to the end points" (pp. 7-9). The numbers in the example 
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below were placed on an eleven-point continuxm and assigned a numerical 
value. Secondly, the numerical values were given a transformed value. 
For example: 
Quarrelsome 54321012345 Harmonious 
Numerical 
Value 123456789 10 11 
Transformed 
Value 0 3 5 6 7 8 9 10 11 13 16 
As noted earlier in the chapter, the author hypothesized that 
theoretically these data, the 30 adjective word-pairs, would fall into 
three dimensions; A; parent-pathologist interaction; B, parent character­
istics in general; C, parent-child interactions as observed by the 
parents. In an attempt to verify this theoretical construct, the data 
were analyzed using an appropriate method of factor analysis to see if 
the empirical evidence would support these three categories. The factor 
analysis did not uphold the postulate in question, that is, empirically 
the respondents did not answer in a manner that indicated three sep­
arate dimensions. 
The reliability data were computed on all respondents that completed 
the 30 adjective word-pairs and involvement sections. Missing data re­
duced the number of cases from 321 to 285 and the coefficient alpha for 
the 30-item scale was .919; for dimension A .792; for dimension B 
.763; and for dimension C .825. Additionally, the correlations among 
the three predetermined dimensions were; A with B, .802, A with C, .861; 
and B with C, .758. 
In examining the factors that were generated in the factor 
40 
analysis, it appeared that most of the 30 adjective word-pairs loaded 
heavily into a single, general factor. Usually, when examining factor 
analyzed data, one would select a loading value of .4 to .5 before con­
sidering it an integral part of the factor. However, in this instance 
where there was high intercorrelation among the 30 adjective word-pairs 
and high intercorrelations among the three predetermined dimensions it 
was decided that one general factor would be used in the data analysis. 
Thus, the author selected a loading criterion of .2 or greater to deter­
mine the items for the general factor so that all items contributing 
to this factor would be included. With this .2 criterion, 21 of the 
30 adjective word-pairs loaded to comprise the general factor. 
Also, the decision to use 21 adjective word-pairs frcm the original 
30 seemed reasonable in that the eigenvalue for factor one, the general 
factor, was 9.16, accounting for 62.8% of the variation. All the other 
factors were at 10% and under. 
An interpretation of Table 1 indicates that the 21-item scale which 
was used subsequently for data analysis was in fact a more reliable scale. 
In general the 21-item scale has slightly more variability between items 
than does the 30-item scale. Also the alpha coefficients, standardized 
and nonstandardized, for the 21-item instrument were higher than the 
standardized and nons tandardi zed alpha coefficients for the 30-item in­
strument. The correlation between the 21-item scale and 30-item scale 
was .984. The correlations of the three dimensions to the 21-item scale 
were .950, .849, and .949 respectively. A low mean score on the scale 
generally reflects a favorable opinion of parents by pathologists. 
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Table 1. Means, variance, and correlations of opinions about parents 
as perceived by pathologists 
Opinions of parents 30 adj. 21 adj. 
Dimensions word-pairs word-pairs 
A B C (original (general 
scale) factor) 
Item means 
Means 6.42 6.93 6.18 6.53 6.09 
Minimum 3.82 5.88 4.57 3.83 3.83 
MflvfTTHTm 7.55 7.99 8.51 8.54 7.10 
Item variance 
Mean 4.62 4.34 5.27 4.61 5.24 
Minimum 1.87 2.52 3.47 1.82 2.52 
Maximum 7.13 6.54 7.73 7.73 7.74 
Interitem correlations 
Mean .256 .235 .308 .263 .379 
Minimum -.034 -.154 .018 -.182 .064 
Maximum .583 .638 .708 .702 .706 
Alpha .792 .763 .825 .919 .928 
Standard alpha .774 .754 .817 .915 .928 
No. of cases 298 299 295 285 289 
A = parent-pathologist interaction; B = parent characteristics in gen­
eral; C = parent-child interaction as observed by pathologists. 
The second dependent variable in this study, pathologists' atti­
tudes toward the extent of parental involvement in the four phases of 
the therapy program, was measured by asking pathologists to answer four 
questions: 1) To what extent do you think parents should be involved 
in the identification of their child's communication disability; 2) To 
what extent do you think parents should be involved in the assessment 
of their .child's communication disability; 3) To what extent do you 
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think parents should be involved in the therapy phase of their child's 
communication disability; and 4) To what extent do you think parents 
should be involved in the decision to dismiss their child from therapy? 
Pathologists were instructed to encircle a number on a five-point con­
tinuum, using 1 to represent no involvement and 5 as very much involve­
ment. 
It was anticipated that three of the four attitude items, the four 
questions described previously, were more or less similar in nature the­
oretically. The empirical evidence supported this postulate. However, 
inspection of the correlation matrix indicated that the item on therapy. 
Involvement 3, in general correlated lower with the other three involve­
ment items and the intercorrelations among the other three items were 
relatively high. An inspection of the mean scores for each involve­
ment item, identification of the communication problem, 3.418, assess­
ment of the communication problem, 2.971, therapy, 4.00, and final 
Table 2. Correlation matrix 
Involvement 1 Involvement 2 Involvement 3 Involvement 4 
Involvement 1 1.00000 
Involvement 2 0.50845 1.00000 
Involvement 3 0.08347 0.14976 1.00000 
Involvement 4 0.14838 0.25167 0.33739 1.00000 
Alpha = 0.56709 
Standardized alpha = 0.56686 
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evaluation before dismissal, 3.455--also suggested that involvement item 
three, therapy, seemed relatively independent of the other three items. 
Hence, the author elected to use the total involvement scale, i.e., 
items, one, two, three and four. Involvement item three, therapy, was 
treated as a single indicator. 
The author found additional support in the literature for the de-
and second chapters of this study support the postulate that parents 
are effective change agents and that professionals solicit parents' help 
during the therapy phase, that is, phase three. However, there is a 
lack of evidence in the literature to support substantial involvement 
of the parents in phases one, two and four of a comprehensive therapy 
program. In these phases parents are interacting more with the pathol­
ogist and sharing on a cognitive level, i.e., answering questions asked 
by the pathologist or asking questions of the pathologist. 
In phase three of the program, parents may be asked to observe 
the pathologist and/or attend training sessions conducted by the pathol­
ogist before working directly with their child. The pathologist may 
spend several therapy sessions observing the parents. The interaction 
between the professional and parent is a different dimension than that 
which occurs in phases one, two and four. Therefore, this scale was 
treated first as one dependent variable and involvement item three, 
therapy, was selected as a single indicator. 
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Hypotheses to be Tested 
The four major hypotheses and their subhypotheses tested in this 
study were as follows: 
A. There will be a relationship between demographic characteris­
tics of Iowa speech-language pathologists and their opinions 
about parents with whom they have worked and/or with whom they 
are presently working in their therapy program. In null form 
then, the specific hypotheses are: 
1. There is no significant relationships between the sex of 
speech-language pathologists and their opinions about 
parents. 
2. There is no significant relationship between age of speech-
language pathologists and their opinions about parents. 
3. There is no significant relationship between marital status 
of the speech-language pathologists and their opinions 
about parents. 
4. There is no significant relationship between presence or 
absence of children and the speech-language pathologists' 
opinions about parents. 
5. There is no significant relationship between years of paid 
experience of speech-language pathologists and their opin­
ions about parents-
6. There is no significant relationship between educational 
level of speech-language pathologists and their opinions 
about parents. 
45 
7. There is no significant relationship between previous 
emplo-yment experience, i.e., regular classroom teaching, 
of speech-language pathologist and their opinions about 
parents. 
8. There is no significant relationship between preparation in 
subject areas, i.e., parent interviewing and/or parent coun­
seling, organization and management, diagnostic evaluations, 
of speech-language pathologists and their opinions about 
parents. Each of the three variables in this hypothesis 
was run against the dependent variable. 
9. There is no significant relationships between supervised 
practicum experience, i.e., parent interviewing and/or par­
ent counseling, organization and management, diagnostic 
evaluations, of speech-language pathologists and their opin­
ions about parents. Each of the three variables in this 
hypothesis was run against the dependent variable. 
10. There is no significant relationship between attendance of 
workshops or inservice training programs on parental in­
volvement and speech-language pathologists' opinions about 
parents. 
B. There will be a relationship between demographic characteris­
tics of Iowa speech-language pathologists and their attitudes 
toward the extent to which parents should be involved in differ­
ent phases of their child's therapy program. 
The independent variables of the specific hypotheses to be tested 
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for general hypothesis B are the same as in general hypothesis A. 
C. There will be a relationship between aspects of the current 
practice environment (employment setting) of Iowa speech-lan­
guage pathologists and their opinions about parents with whom 
they have worked and/or with whom they are presently working 
in their therapy program. In null form the specific hypoth­
eses are: 
1. There is no significant relationship between caseloads 
(number of pupils enrolled in therapy) of speech-language 
pathologists and their opinions about parents. 
2. There is no significant relationship between the types of 
disorders, i.e., articulation, language, stuttering, hear­
ing-impaired, cleft lip/palate, voice, and cerebral palsy, 
within the caseload of speech-language pathologists and 
their opinions about parents. Each of the seven variables 
in this hypothesis was run against the dependent variable. 
3. There is no significant relationship between the people; 
i.e., classroom teacher, supervisor, parents, principal, 
representative of other professions, to whom speech-lan­
guage pathologists submit reports and their opinions about 
parents. Each of the five variables in this hypothesis was 
run against the dependent variable. 
4. There is no significant relationship between the types of 
parental interaction, i.e., individual conferences, group 
conferences, observation of therapy by parents, training 
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parent (s) to manage a home therapy program, home visits, 
telephone conferences, written correspondence, used by 
speech-language pathologists and their opinions about par­
ents. Each of the seven variables in this hypothesis was 
run against the dependent variable. 
5. There is no significant relationship between the sources 
used to determine the effectiveness of the child's progress 
in therapy, i.e., classroom teachers, parents, other pro­
fessionals, classroom visit, observations of pupil in other 
school activities, parent and teachers combined, and obser­
vations and teachers combined and the speech-language pathol-
gists' opinions about parents. 
6. There is no significant relationship between weekly respon­
sibilities, i.e., conducting therapy, traveling between cen­
ters, interacting with parents, interacting with other pro­
fessionals, determining effects of therapy, writing reports 
to parents, preparing session plans, assessing, and speech-
language pathologists' opinions about parents. Each of the 
eight variables in this hypothesis was run against the de­
pendent variable. 
D. There will be a relationship between aspects of the current 
practice environment (employment setting) of Iowa speech-lan­
guage pathologists and their attitudes toward the extent to 
which parents should be involved in different phases of their 
child's therapy program. 
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The independent variables in the specific hypotheses to be tested 
for general hypothesis D are the same as in C. 
Statistics 
The 321 returned questionnaires were coded, computer cards key­
punched, and preliminary frequency counts, means, and standard deviations 
ran on the total data. 
Analysis of these data was completed by an IBM 360 computer using 
the Statistical Package for the Social Sciences (SPSS) (Nie, Hull, 
Jenkins, Steinbrenner, & Bent, 1975) . 
The statistical significance of the tabled data was tested by three 
statistical techniques; the product-moment coefficient correlation, the 
t-test, and one-way ANOVA. 
Product-moment coefficient 
A correlation describes the linear relationship between two varia­
bles. According to Blalock, 1972; Kerlinger and Pedhazur, 1973, the 
product-moment correlation measures the amount of spread about the linear 
least-squares equation and the correlation coefficient is an index of 
the direction and magnitude of a relation. This statistical measure was 
used when both variables were continuous, that is, those variables which 
differ in amount or degree. 
Two additional inferential statistical techniques were used, when 
one variable was continuous and another was categorical. • 
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Analysis of variance 
According to Blalock (1972), "Analysis of variance represents an 
extension of the difference-of-means test and can generally be used 
whenever testing for a relationship between a nominal (or higher order) 
scale and an interval scale. ... It involves working directly with 
variances rather than means and standard errors" (pp. 317-18). This 
statistic provides a test of mean differences when one of the variables 
in the hypothesis was composed of three or more discrete choices. 
t-test 
The t-test for comparing group means for independent samples was 
also used as a statistical measure in those cases where the independent 
variable was dichotomous, e.g., yes/no. 
Limitations of the Study 
1. The study was conducted only within the state of Iowa. 
2. The response rate of the questionnaire may have been restricted due 
to the use of the mail survey as opposed to personal interviews to 
collect the necessary data. 
3. No data were gathered from the parents to document the extent or 
quality of involvement in the therapy program. 
4. The Rights of Privacy Act of 1973 prevented the researcher from ob­
taining certain information which may have been of value in the 
study. 
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CHAPTER IV. FINDINGS 
Introduction 
This study was designed to collect information from speech-language 
pathologists practicing in public school settings. The questionnaire 
included information about the speech-language pathologists personal, 
social and professional background and characteristics of their present 
practice (employment) environment. Data were also collected regarding 
the ways and extent of current parental involvement as well as opinions 
and attitudes about parental involvement in an overall therapy program. 
The Findings Chapter is organized into two major sections. The 
first section summarizes the descriptive data. The second section pre­
sents the results of the hypotheses testing. 
Descriptive Summary of the Respondents 
The data base is the 321 questionnaires received from, the speech-
language pathologists. The major variables describing the pathologists 
and their therapy programs may be summarized as follows: 
1. Fifty-three male and 268 female pathologists participated in 
this survey. 
2. The ages of the pathologists ranged from 21 to 57 years with a 
mean of 30.2. Two-thirds of the pathologists were between 23 
and 30 years of age. 
3. Approximately 24% of the pathologists were single and 70% of 
them were married. 
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4. Sixty-four percent of the pathologists had a master's degree 
and approximately 26% had taken graduate hours beyond their 
highest degree. 
5. Speech-language pathologists rated their subject preparation as 
either excellent or good during their academic training in the 
following order: Articulation 90%, Diagnostic Evaluation 84%, 
Writing Reports 79%, Normal Acquisition of Speech and Language 
75%, Hearing 60%, Organization and Management of a Therapy 
Program 57%, Cleft Lip/Palate 55%, Language Disorders 51%, Stut­
tering 52%, and all other preparation below 50%. 
6. Years of experience ranged from 1 to 23 years with a mean of 
5.2 years and a median of 4.1. The median of 4.1 indicated 
that 50% of the pathologists had less than four years of exper­
ience and 22% had only one year of experience. 
7. The caseloads of the pathologists ranged fran 18 to 162 pupils 
with a mean caseload of 59.4 and a median of 59.9. Ninety-
eight percent of the pathologists had a caseload of 100 or 
less. Approximately 50% of them had a caseload between 40 
and 60 pupils. 
8. The number of hours spent in therapy per week ranged from none 
to 42 with a mean of 24.0 and a median of 24.8. 
9. The number of hours spent in parent conferences per week ranged 
from none to 15 hours with a mean of 1.4 and a median of 1.1. 
Slightly over 70% spent only 1 hour in conferences with parents 
and about 17% spent 2 hours. 
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10. The number of hours spent in other professional activities 
ranged from none to 22 with a mean of 1.0 and a median of 
0.3. Pathologists reported using this time to attend pro­
fessional meetings, staffings on their pupils and completing 
additional paper work, e.g., state reports, evaluations and 
AEA reports. 
11. Fifty-nine percent of the pathologists ranked articulation 
disorders as their highest caseload with an additional 38.0% 
ranking it second. Thirty-eight percent of the pathologists 
ranked language disorders as their highest caseload with approx­
imately 60% giving it second rank. Several pathologists indi­
cated that they had no pupils enrolled in their therapy pro­
gram with these disorders: stuttering—30%, hearing—47%, 
cleft lip/palate—55%, voice—31% and cerebral palsy—70%. 
12. Pathologists selected individual conferences 34% of the time 
and telephone conferences 32.4% of the time as their most fre­
quent type of parental contact. Other types of parental con­
tact were used less than 10% of the time. 
13. Pathologists used classroom teachers 37%, observations of 
pupils in other school activities 18%; and a combination of 
contacting parents and teachers 20% of the time as sources to 
determine the effectiveness of the child's therapy program. 
14. Seventy-three percent of the pathologists sent written corre­
spondence to parents reporting their child's progress in 
therapy. 
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These descriptive data provided an overview for this group of 
pathologists. The majority of the pathologists were wcsnen and as a whole 
they were relatively young. These pathologists were also young in tems 
of experience, 50% of them had less than four years of experience. 
With regard to the level of training of speech-language patholo­
gists, it was found that a majority of them had masters' degrees and 
some had graduate hours beyond the degree. Certification by ASHA re­
quires holding at least a master's degree in Speech Pathology and/or 
Audiology, thus it can be said that most of the pathologists in this 
group had completed the basic requirements for such certification. How­
ever, it was interesting to note that in fulfilling the course require­
ments for certification 50% of the pathologists rated the adequacy of 
their subject preparation in Parent Interviewing/Counseling below excel­
lent or good and substantially less adequate than other areas of prepara­
tion. 
When the descriptive data gathered for this study were compared to 
data in the 1961 nationwide survey cited in earlier chapters, it was 
found that: 
1) the average caseload for the participants in this study was much 
lower, 130 (1961) to 59.39 (1977). 
2) several pathologists indicated that the majority of their case­
load was comprised of pupils with articulation problems which 
was also found in the 1961 survey. Pupils with language dis­
orders were the next largest group. 
Pathologists participating in this survey expressed positive 
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opinions toward parental involvement in therapy programs. However, 
self-reported behavioral data were not always supportive of these opin­
ions. Although caseload was perceived as a possible constraint imposed 
on pathologists and possibly interfering with their interactions with 
parents, it was noted in the descriptive information provided by this 
group that despite the lower average caseload, the average amount of 
time spent in conferences with parents was 1.374 hours per week. The 
average number of hours spent in conferences per week, with no breakdown 
of conference time between parents and professionals, by the patholo­
gists in the nationwide 1961 survey (Knight et al., 1961) was 2.53. 
Additional descriptive information indicated that written correspond­
ence was a method frequently used by pathologists, while 34% selected 
individual conferences and 32.4% selected telephone conferences as a 
type of parental contact. Thus, it appeared that basic information 
gathered in 1961 and 1977 related to age, caseload composition and con­
ference time remained to a degree unchanged. The major change was in 
average caseload. 
Hypothesis Testing 
This section is a report of the results of the hypotheses testing 
as outlined in the previous chapter. 
There were four general hypotheses to be tested: 
A. There will be a relationship between demographic characteristics 
of Iowa speech-language pathologists and their opinions about par­
ents with whom they have worked and/or with whom they are presently 
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working in their therapy programs. 
B. There will be a relationship between demographic characteristics of 
Iowa speech-language pathologists and their attitudes toward the 
extent to which parents should be involved in different phases of 
their child's therapy program. 
C. There will be a relationship between aspects of the current practice 
environment (employment setting) of Iowa speech-language pathologists 
and their opinions about parents with xniom they have worked and/or 
with whom they are presently working in their therapy program. 
D. There will be a relationship between aspects of the current practice 
environment (employment setting) of Iowa speech-language patholo­
gists and their attitudes toward the extent to which parents should 
be involved in different phases of their child's therapy program. 
Organization 
Because of the large number of independent variables in this anal­
ysis, the author chose to organize the results by the dependent variables. 
These variables were defined as: 
1. opinions about parents with whom the speech-language patholo­
gists have worked and/or with whom they are presently working 
in their therapy program. For brevity, this variable was iden­
tified as opinions of parents as perceived by the pathologists. 
2. attitudes toward the extent to which parents should be involved 
in different phases of their child's therapy program. This 
variable was first treated as a scale containing four items. 
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each corresponding to a phase of an overall therapy program. 
For brevity, this variable was identified as involvement scale. 
Secondly, the therapy item, the third item in the involvement 
scale was treated as a single item indicator. 
3. attitudes toward the extent to which parents should be involved 
in the therapy phase of their child's program. This variable 
was identified as therapy item. 
To simplify reading, the general term "opinion scale" will be used 
when referring to the first dependent variable, "involvement scale" will 
be used when referring to the second dependent variable, and "therapy 
item" will be used when referring to the third dependent variable. 
The organization by dependent variables was chosen to improve the 
readability, offer a concise presentation and decrease the number of 
tables. Included in the analysis tables is the descriptive information. 
Both descriptive and data analysis information followed the above de­
scribed organization. On analyzed data an alpha of .05 was considered 
significant. Tables 3, 5, 6, 7 and 10 include the results of the statis­
tical tests of significance. Tables 4, 8 and 9 include the distribution 
data for the variables included in the correlation, t-test and AN07A 
analysis. 
Opinions of parents as perceived by the pathologists 
Table 3 shows the correlation between demographic and current prac­
tice variables and the opinion scale. Inspection of Table 3, the corre­
lation matrix, indicated that the following independent variables were 
related significantly to the opinion scale: age (r=0.099), subject 
Table 3. Corrélations of Opinion Scale, Involvement Scale and Therapy Item with selected 
independent variables 
Correlations^ 
Variable Opinion 
scale 
Involvement 
scale 
Therapy 
item % S.D. N 
Age 
* 
0.099 -0.194* -0.172** 30.20 7.08 307 
Years of experience 0.078 -0.122* -0.052 5.22 4.33 320 
Level of education -0.070 -0.044 -0.014 3.14 0.61 320 
Parent interview (SP)^ 0.073 0.098* 0.026 3.30 1.04 315 
Organization and 
management 
0.149** -0.030 -0.116* 3.55 0.99 311 
Diagnostic evaluation (SP) 0.076 
0.096* 
-0.012 -0.062 4.16 0.75 316 
Parent interview (SPE)^ 0.076 -0.063 3.32 1.13 313 
Organization and 
management (SPE) 
0.147** 0.063 -0.007 3.58 1.04 312 
Diagnostic evaluation (SPE) 0.096* 
* 
-0.132 
-0.006 -0.037 4.10 0.84 315 
Caseload -0.045 -0.020 59.39 18.83 314 
Weekly activities 
0.166** Therapy hours 0.010 0.078 
0.138** 
23.98 6.38 313 
Travel 0.002 0.014 2.84 2.73 313 
Parent conference 0.034 0.174** 
** 
0.167 1.37 1.27 313 
Professional 
conference 
-0.106* -0.004 -0.014 1.90 1.35 313 
Therapy effects -0.075 -0.060 -0.030 1.71 1.46 313 
Written reports -0.133* -0.026 -0.079 1.47 1.40 313 
Session preparation -0.136** -0.045 0.017 3.31 2.07 313 
Test assessment -0.036 -0.062 -0.068 2.60 1.98 313 
Other -0.003 -0.034 -0.132** 0.96 2.07 313 
^Number of cases for correlations range from 307 to 320. 
^SP = Subject Preparation. 
^SPE = Supervised Practicum Experience. 
*k 
significance to the .05 level. 
Significance to the .01 level. 
Table 4, Distributions of dichotomous variables 
Variable 
Sex 
Children 
Employed as classroom 
teacher 
Attendance at workshop 
Submit reports: 
Classroom teacher 
Supervisor 
Parents 
Principal 
Other professionals 
Type of parental contact; 
Ind. oonf. 
Group 
Therapy observation 
Training parents 
Home visits 
Telephone conferences 
Category N Adj. freq 
% 
Male 53 16.5 
No 195 61.1 
No 282 87.9 
No 157 49.5 
No 71 22.3 
No 182 57.2 
No 85 26.7 
No 87 27.4 
No 160 50.3 
No 3 0.9 
No 264 82.8 
No 44 13.8 
No 98 30.7 
No 189 59.2 
No 13 4.1 
Category N Adj. freq. No 
% response 
Female 268 
Yes 124 
Yes 39 
Yes 160 
Yes 247 
Yes 136 
Yes 233 
Yes 231 
Yes 158 
Yes 316 
Yes 55 
Yes 275 
Yes 221 
Yes 130 
Yes 305 
83.5 None 
38.9 2 
12.1 None 
50.5 4 
77.7 3 
42.8 3 
73.3 3 
72.6 3 
49.7 3 
99.1 2 
17.2 2 
8 6 . 2  2  
69.3 2 
40.8 2 
95.9 3 
Written reports 
Written reports (NR) 
Telephone and 
Individual conf. 
Telephone and 
written (R) 
Ind, and group conf. 
Determine effectiveness: 
Classroom teacher 
Parents 
Other professionals 
Classroom visits 
Observations 
Parents and teacher 
Observation and teacher 
Conf, = conference; ind, • 
No 95 29.9 Yes 223 70.1 2 
No 309 96.9 Yes 10 3.1 2 
No 293 92.1 Yes 25 7.9 3 
No 303 95.0 Yes 16 5.0 2 
No 316 99.1 Yes 3 0.9 2 
No 10 3.2 Yes 307 96.8 4 
No 18 5.7 Yes 299 94.3 4 
No 146 46.1 Yes 171 53.9 4 
No 86 27.1 Yes 231 72.9 4 
No 68 21.5 Yes 249 78.9 4 
No 254 80.1 Yes 63 19.9 4 
No 302 95.3 Yes 15 4.7 4 
individual; NR = no response; R = report. 
Table 5. Means, standard deviations and t values for Opinion Scale 
Variable Category N Mean S.D. 
Sex Male 48 6.030 1.510 
Children No 186 6.146 1.322 
Employed as classroom 
teacher No 266 6.126 1.435 
Attendance at workshop No 145 6.126 1.542 
Submit reports: 
Classroom teacher No 66 6.199 1.702 
Supervisor No 171 6.076 1.502 
Parents No 81 5.900 1.526 
Principal No 79 5.998 1.619 
Other professionals No 149 6.139 1.555 
Types of parent contact: 
Ind. conf. No 3 8.269 2.465 
Group conf. ' No 249 6.069 1.487 
Therapy observation No 39 6.440 1.556 
Training parents No 90 6.264 1.578 
Home visits No 178 6.153 1.431 
Telephone conf. No 12 5.051 1.870 
Written reports No 90 5.986 1.553 
Written reports (NR) No 292 6.074 1.465 
Telephone and ind. conf. No 277 6.079 1.430 
Telephone and written (R) No 287 6.076 1.479 
Ind. and group conf. No 299 6.077 1.455 
Determine effectiveness: 
Classroom teacher No 10 5.871 2.227 
Parents No 18 6.985 1.505 
Other professionals No 137 6.163 1.513 
Classroom visit No 83 5.997 1.486 
Observations No 64 5.793 1.687 
Parents and teacher No 239 6.162 1.488 
Observations and teacher No 288 1.069 1.480 
Conf. = conference; ind. = individual; NR = no response; R = report. 
^Separate t value. 
* 
Signficance at .05 level. 
**Signficance at .01 level. 
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Category N Mean S.D. t Prob. 
Female 256 6.080 1.440 -0.22 0.829 
Yes 115 5.915 1.593 1.30® 0.195 
Yes 38 5.693 1.547 1.72 0.086 
Yes 155 6.032 1.384 0.56 0.577 
Yes 235 6.056 1.364 0.63* 0.531 
Yes 130 6.102 1.368 -0.16 0.875 
Yes 220 6.156 1.409 -1.37 0.173 
Yes 222 6.119 1.378 -0.64 0.524 
Yes 152 6.037 1.329 0.61 0.541 
** 
Yes 299 6.053 1.432 2.65 0.009 
Yes 53 6.106 1.313 -0.17 0.864 
Yes 263 6.021 1.436 1.68 0.093 
Yes 212 5.995 1.397 1.47 0.143 
Yes 124 5.963 1.489 1.12 0.265** 
Yes 289 6.116 1.427 -2.50 0.013 
Yes 211 6.119 1.418 -0.68 0.499 
Yes 10 6.114 1.203 -0.09 0.932 
Yes 24 6.098 1.757 -0.06 0.951 
Yes 15 6.060 0.943 0.04 0.967 
Yes 3 5.873 1.901 0.24 0.809 
Yes 291 6.076 1.425 -0.29* 0.779** 
Yes 283 6.011 1.434 2.79 0.006 
Yes 164 5.990 1.403 1.03 0.305 
Yes 218 6.096 1.444 -0.53 0.597 
Yes 237 6.143 1.379 -1.53* 0.130* 
Yes 62 5.708 1.264 2.21 0.028* 
Yes 13 6.069 0.695 2.21 0.028 
Table 6. Means, standard deviations and t values for Involvement 
Scale 
Variable Category N Mean S.D. 
Sex 
Children 
Employed as classroom 
teacher 
Attendance at workshop 
Submit reports: 
Classroom teacher 
Supervisor 
Parents 
Principal 
Other professionals 
Male 
No 
No 
No 
No 
No 
No 
No 
No 
47 
188 
268 
148 
66 
173 
83 
82 
152 
3.361 
3.559 
3.521 
3.540 
3.549 
3.541 
3.503 
3.542 
3.463 
0.566 
0.567 
0.561 
0.549 
0.584 
0.583 
0.519 
0.557 
0.589 
Types of parent contact: 
Ind. conf. No 
Group conf. No 
Therapy observation No 
Training parents No 
Home visits No 
Telephone conf. No 
Written reports No 
Written reports (NR) No 
Telephone and ind. conf. No 
Telephone and written (R) No 
Ind. and group conf. No 
Determine effectiveness: 
Classroom teacher No 
Parents No 
Other professionals No 
Classroom visit No 
Observations No 
Parents and teacher No 
Observation and teacher No 
2 3.875 0.177 
251 3.489 0.560 
41 3.542 0.583 
88 3.443 0.607 
175 3.482 0.532 
12 3.667 0.677 
89 3.432 0.546 
293 3.504 0.560 
276 3.503 0.559 
286 3.507 0.566 
299 3.514 0.559 
10 3.475 0.692 
18 3.222 0.521 
141 3.507 0.565 
81 3.493 0.539 
65 3.488 0.503 
239 3.491 0.572 
286 3.514 0.557 
Conf. = conference; ind. = individual; NR = no response; R = report. 
Significance at .05 level. 
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Category N Mean S.D. t Prob. 
Female 257 3.537 0.555 -1.99 0.048* 
Yes 113 3.435 0.535 1.88 0.062 
Yes 36 3.423 0.544 0.99 0.325 
Yes 152 3.483 0.574 0.88 0.381 
Yes 235 3.500 0.553 0.63 0.528 
Yes 128 3.468 0.525 1.12 0.263 
Yes 218 3.513 0.575 -0.15 0.882 
Yes 219 3.498 0.561 0.60 0.546 
Yes 149 3.558 0.525 -1.47 0.141 
Yes 300 3.508 0.560 0.93 0.356 
Yes 51 3.617 0.546 -1.50 0.134 
Yes 261 3.505 0.556 0.39 0.695 
Yes 214 3.538 0.536 -1.35 0.178 
Yes 127 3.549 0.593 -1.02 0.309 
Yes 289 3.507 0.551 0.97 0.333 
Yes 212 3.548 0.559 -1.65 0.100 
Yes 9 3.722 0.507 -1.15 0.250 
Yes 25 3.580 0.567 -0.65 0.514 
Yes 16 3.578 0.416 -0.50 0.621 
Yes 3 3.166 0.520 1.07 0.284 
Yes 290 3.507 0.550 -0.18 0.854* 
Yes 282 3.524 0.551 -2.26 0.024 
Yes 159 3.506 0.545 0.01 0.990 
Yes 219 3.511 0.560 -0.24 0.807 
Yes 235 3.511 0.568 -0.30 0.765 
Yes 61 3.565 0.474 -0.93 0.353 
Yes 14 3.357 0.457 1.04 0.301 
Table 7. Means, standard deviations and t values for Therapy Item 
Variable Category N Mean S.D. 
Sex Male 49 3.938 0.876 
Children No 190 4.200 0.798 
Employed as classroom 
teacher No 273 4.120 0.811 
Attendance at workshop No 152 4.072 0.831 
Submit reports: 
Classroom teacher No 67 4.104 0.907 
Supervisor No 175 4.171 0.746 
Parents No 85 4.047 0.800 
Principal No 84 4.214 0.746 
Other professionals No 156 4.064 0.809 
Types of parent contact: 
Ind. conf. No 2 4.000 1.414 
Group conf. No 255 4.086 0.809 
Therapy observation No 42 3.952 0.962 
Training parents No 93 3.914 0.868 
Home visits No 179 4.100 0.829 
Telephone conf. No 12 4.666 0.492 
Written reports No 91 3.978 0.869 
Written reports (NR) No 299 4.100 0.813 
Telephone and ind. conf. No 282 4.092 0.808 
Telephone and written (R) No 292 4.085 0.814 
Ind. and group conf. No 305 4.111 0.799 
Determine effectiveness: 
Classroom teacher No 10 4.100 1.101 
Parents No 18 3.666 0.970 
Other professionals No 142 4.154 0.810 
Classroom visit No 83 4.132 0.793 
Observations No 66 4.136 0.821 
Parents and teacher No 245 4.106 0.803 
Observation and teacher No 292 4.102 0.814 
Conf. = conference; ind. = individual; NR = no response; R = report. 
^Separate t value. 
* 
Significance at .05 level. 
Significance at .01 level. 
66 
Category N Mean S.D. t Prob. 
Female 261 4.130 0.793 -1.52 0.128** 
Yes 117 3.948 0.797 2.68 0.008 
Yes 37 3.945 0.780 1.24 0.217 
Yes 154 4.129 0.790 -0.62 0.535 
Yes 240 4.095 0.778 0.08 0.938 
Yes 132 4.000 0.874 1.81^ 0.071 
Yes 222 4.117 0.810 -0.68 0.497 
Yes 223 4.053 0.826 1.56 0.120 
Yes 151 4.132 0.806 -0.74 0.459 
Yes 306 4.101 0.805 -0.18 0.860 
Yes 53 4.169 0.802 -0.69 0.494 
Yes 266 4.124 0.779 -1.28 0.201** 
Yes 215 4.181 0.767 -2.70 0.007 
Yes 129 4.100 0.779 -0.00 0.998* 
Yes 295 4.078 0.811 2.49 0.013 
Yes 216 4.152 0.777 -1.74 0.084 
Yes 9 4.111 0.601 -0.04 0.969 
Yes 25 4.160 0.800 -0.40 0.688 
Yes 16 4.375 0.619 -1.40 0.163* 
Yes 3 3.000 1.000 2.39 0.017 
Yes 296 4.098 0.799 0.01 0.994* 
Yes 288 4.125 0.791 -2.35 0.019 
Yes 164 4.048 0.805 1.15 0.252 
Yes 223 4.085 0.815 0.46 0.649 
Yes 240 4.087 0.806 0.43 0.664 
Yes 61 4.065 0.834 0.35 0.726 
Yes 14 4.000 0.679 0.46 0.643 
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Table 8. Distributions of analysis of variance variables 
Variable Categories N Adj. freq. 
Marital status Single 76 24.0 
Married 223 70.3 
Separated 1 0.3 
Divorced 3 4.4 
Spouse deceased 4 0.9 
No response 4 missing 
Articulation Ranked 1st or 2nd 304 97.1 
Ranked 3rd or lower 8 2.6 
Did not rank 7 0.03 
No response 2 missing 
Language Ranked 1st or 2nd 308 98.7 
Ranked 3rd or lower 4 1.3 
Did not rank 6 missing 
No response 3 missing 
Stuttering Ranked 1st or 2nd 2 0.6 
Ranked 3rd or lower 212 68.8 
Did not rank 100 30.5 
No response 7 missing 
Hearing Ranked 1st or 2nd 5 1.7 
Ranked 3rd or lower 158 51.8 
Did not rank 148 46.6 
No response 10 missing 
Cleft lip/palate Ranked 1st or 2nd 1 0.3 
Ranked 3rd or lower 135 44.4 
Did not rank 175 55.4 
No response 10 missing 
Voice Ranked 1st or 2nd 3 1.0 
Ranked 3rd or lower 208 67.9 
Did not rank 102 31.3 
No response 8 missing 
Cerebral palsy Ranked 1st or 2nd 4 1.3 
Ranked 3rd or lower 86 28.1 
Did not rank 223 70.7 
No response 8 missing 
^Adjusted frequency percent (Adj. freq. 5%). 
Table 9. Means, standard deviations and number of cases for analysis 
of variance variables with Opinion Scale, Involvement Scale, 
and Therapy Item 
Opinion Scale 
Variable Category N Mean S.D. 
Marital status Single 71 6.050 1.389 
Married 212 6.023 1.471 
Separated 1 7.047 0.000 
Divorced 13 6.329 1.190 
Spoused deceased 3 6.592 0.699 
Articulation Ranked 1st or 2nd 287 1.434 2.058 
Ranked 3rd or lower 8 1.483 2.201 
Did not rank 1 7.809 0.000 
Language Ranked 1st or 2nd 292 6.096 1.439 
Ranked 3rd or lower 3 5.587 1.736 
Stuttering Ranked 1st or 2nd 2 7.238 1.414 
Ranked 3rd or lower 201 6.127 1.331 
Did not rank 88 6.028 1.659 
Hearing Ranked 1st or 2nd 4 5.833 1.501 
Ranked 3rd or lower 151 5.976 1.355 
Did not rank 134 6.212 1.522 
Cleft lip/palate Ranked 1st or 2nd 1 5.523 0.000 
Ranked 3rd or lower 127 6.206 1.414 
Did not rank 161 5.993 1.465 
Voice Ranked 1st or 2nd 3 5.381 2.242 
Ranked 3rd or lower 199 6.100 1.311 
Did not rank 89 6.026 1.697 
Cerebral palsy Ranked 1st or 2nd 4 5.488 1.690 
Ranked 3rd or lower 82 6.038 1.554 
Did not rank 205 6.120 1.389 
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Involvement Scale Therapy Item 
N Mean S.D. N Mean S.D. 
75 3.55 0.568 75 4.240 0.750 
208 3.51 0.559 213 4.093 0.807 
1 3.25 0.000 1 5.000 0.000 
13 3.36 0.555 14 3.428 0.851 
3 3.333 0.381 3 4.000 0.000 
288 3.500 0.555 293 4.095 0.805 
8 3.812 0.741 8 4.500 0.755 
1 4.000 0.000 1 4.000 0.000 
292 
4 
2 
202 
88 
5 
148 
136 
1 
126 
162 
3 
197 
91 
4 
81 
206 
3.503 
3.875 
4.625 
3.495 
3.536 
3.900 
3.530 
3.485 
3.500 
3.562 
3.491 
3.583 
3.498 
3.524 
3.812 
3.543 
3.495 
0.559 
0.750 
0.176 
0.545 
0.578 
0.651 
0.535 
0.585 
0.000 
0.577 
6.555 
0.520 
0.566 
0.568 
0.746 
0.621 
0.537 
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4 
2 
206 
89 
5 
151 
138 
1 
129 
164 
3 
199 
94 
4 
82 
210 
4.097 
4.750 
4.500 
4.077 
4.157 
4.800 
4.066 
4.123 
4.000 
4.085 
4.109 
4.333 
4.045 
4.191 
4.250 
4.207 
4.061 
0.805 
0.500 
0.707 
0.792 
0.838 
0.447 
0.797 
0.814 
0.000 
0.848 
0.775 
0.577 
0.830 
0.751 
0.957 
0.765 
0.819 
Table 10. One-way analysis of variance for selected Independent variables with Opinion Scale, 
Involvement Scale and Therapy Item 
Independent 
variable 
Dependent 
variable 
Source of 
variance DF 
Mean 
squares F ratio F prob. 
Marital status Opinion Scale Between 
Within 
4 
295 
0.760 
2.067 
0.368 0.8314 
Involvement Scale Between 
Within 
4 
295 
0.138 
0.315 
0.438 0.7806 
Therapy Item Between 
Within 
4 
301 
2.157 
0.629 
3.431 0.0092** 
Articulation Opinion Scale Between 
Within 
2 
293 
4.085 
2.062 
1.981 0.1398 
Involvement Scale Between 
Within 
2 
294 
0.501 
0.315 
1.592 0.2054 
Therapy Item Between 
Within 
2 
299 
0.643 
0.647 
0.994 0.3714 
Language Opinion Scale Between 
Within 
1 
293 
0.769 
2.080 
0.370 0.5437 
Involvement Scale Between 
Within 
1 
294 
0.545 
0.315 
1.729 0.1897 
Therapy Item Between 
Within 
1 
299 
1.680 
0.645 
2.603 0.1077 
Stuttering Opinion Scale Between 
Within 
2 
288 
1.589 
2.070 
0.768 0.4561 
0.0157** Involvement Scale Between 
Within 
2 
289 
1.294 
0.307 
4.214 
Therapy Item Between 
Within 
2 
294 
0.355 
0.650 
0.546 0.5800 
Hearing 
Cleft lip/palate 
Voice 
Cerebral palsy 
Opinion Scale 
Involvement Scale 
Therapy Item 
Opinion Scale 
Involvement Scale 
Therapy Item 
Opinion Scale 
Involvement Scale 
Therapy Item 
Opinion Scale 
Involvement Scale 
Therapy Iton 
Between 
Within 
Between 
Within 
Between 
Within 
Between 
Within 
Between 
Within 
Between 
Within 
Between 
Within 
Between 
Within 
Between 
Within 
Between 
Within 
Between 
Within 
Between 
Within 
*Signficance at ,01 level. 
2 
286 
2,105 
2.066 
1.019 0.3624 
2 
286 
0.449 
0.315 
1.423 0.2426 
2 
291 
1.344 
0.643 
2.091 0.1255 
2 
286 
1.777 
2.083 
0.853 0.4272 
2 
286 
0.302 
0.319 
0.948 0.3885 
2 
291 
0.027 
0.653 
0.041 0.9603 
2 
288 
0.888 
2.098 
0.423 0.6554 
2 
288 
0.030 
0.322 
0.092 0.9118 
2 
293 
0.769 
0.648 
1.187 0.3065 
2 
288 
0.927 
2.076 
0.446 0.6404 
2 
288 
0.250 
0.319 
0.7815 0.4584 
2 
293 
0.666 
0.650 
1.025 0.3600 
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preparation in organization and management of a therapy program (r= 
0.149), supervised practician experience in parent interviewing/counsel­
ing (r=0.096), supervised practicum experience in organization and man­
agement of the therapy program (r=0.147), supervised practician experi­
ence in diagnostic evaluation (r=0.096), caseload (r=-0.132), number of 
hours spent per week in conference with other professionals (r=-0.106), 
number of hours per week spent writing reports (r=-0.133) and number of 
hours spent preparing lesson or session plans (r=-0.136). 
Therefore the following null hypotheses were rejected: 
1. There is no significant relationship between age of speech-
language pathologists and their opinions about parents. 
2. There is no significant relationship between caseloads of 
speech-language pathologists and their opinions about parents. 
3. There is no significant relationship between subject prepara­
tion, i.e., organization and management of a therapy program, 
and speech-language pathologists' opinions about parents. 
4. There is no significant relationship between supervised prac­
ticum experience, i.e., parent interviewing/counseling, organ­
ization and management of a therapy program, diagnostic evalu­
ation, and speech-language pathologists' opinions about parents. 
5. There is no significant relationship between weekly responsi­
bilities, i.e., number of hours spent in conferences with other 
professionals, writing reports, and preparation of lesson or 
session plans, and the speech-language pathologists' opinions 
about parents. 
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Table 5 presents the t-test analysis of the dichotomous demographic 
and current practice information variables. This analysis yielded sig­
nificant differences on the following independent variables: individ­
ual conferences as a type of parental contact (t=2.65), telephone con­
ferences as a type of parental contact (t=-2.50), parent as a source to 
determine the effectiveness of the child's therapy program (t=2.79), and 
parents and teacher combined as sources to determine the effectiveness 
of the child's therapy program (t=2.21). 
Therefore the following null hypotheses were rejected: 
1. There is no significant relationship between the types of paren­
tal interactions, i.e., individual conferences, telephone con­
ferences, and speech-language pathologists' opinions about 
parents. 
2. There is no significant relationship between the sources used 
to determine the effectiveness of the child's progress in 
therapy, i.e., parents, parents and teacher combined, and the 
speech-language pathologists opinions about parents. 
Table 10 shows the one-way analysis of variance for selected inde­
pendent variables by the Opinion Scale. Inspection of the analysis of 
variance data indicated that there were no independent variables signif­
icantly related to the Opinion Scale. 
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Involvement Scale 
Examining Table 3, involvement scale data yielded significant cor­
relations with the following independent variables: age (r=-0.194)j 
years of experience (r=-0.122), parent interview/counseling (r=0.098), 
the number of hours spent traveling between centers (r= 0.138) and the 
number of hours spent in parent conferences (r=0.174). 
Therefore the following null hypotheses were rejected. 
1. There is no significant relationship between age of speech-
language pathologists and their attitudes toward the extent to 
which parents should be involved in different phases of their 
child's therapy program. 
2. There is no significant relationship between years of paid ex­
perience of speech-language pathologists and their attitudes 
toward the extent to which parents should be involved in dif­
ferent phases of their child* s therapy program. 
3. There is no significant relationship between subject prepara­
tion, i.e., parent interview/counseling, and speech-language 
pathologists' attitudes toward the extent to which parents 
should be involved in different phases of the child's therapy 
program. 
4. There is no significant relationship between weekly responsi­
bilities, i.e., traveling between centers, the number of hours 
spent in parent conferences, and the speech-language patholo­
gists' attitudes toward the extent to which parents should be 
involved in different phases of their child's therapy program. 
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Table 6 includes the t-test s for the involvement scale. Signifi­
cant t values were obtained for the following independent variables: 
sex (t=-1.199) and parents (t=-2.26) as sources to determine the effec­
tiveness of a child's therapy program. 
Therefore the following null hypotheses were rejected: 
1. There is no significant relationship between the sex of speech-
language pathologists and their attitudes toward the extent to 
which parents should be involved in different phases of their 
child's therapy program. 
2. There is no significant relationship between the sources used 
to determine the effectiveness of the child's therapy program, 
i.e., parent, and the speech-language pathologists' attitudes 
toward the extent to which parents should be involved in dif­
ferent phases of their child's therapy program. 
The analysis of variance (Table 10) disclosed one significant F, 
4.21, for the independent variable, stuttering. 
Therefore the following null hypothesis was rejected: 
1. There is no significant relationship between the types of dis­
orders within the caseload, i.e., stuttering, and the speech-
language pathologists' attitudes toward the extent to which 
parents should be involved in different phases of their child's 
therapy program. 
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Therapy Item 
In Table 3 the demographic and current practice variable correla­
tions with the therapy item are reported. Significant correlation in­
cluded the following: age (r=-0.172), subject preparation in organiza­
tion and management of a therapy program (r=-0.116), the number of hours 
spent in therapy (r=0.166), the number of hours spent in parent confer­
ences (r=0.167), and the number of hours spent in other professional 
activities (r=-0.132). 
Therefore the following null hypotheses were rejected; 
1. There is no significant relationship between the age of the 
speech-language pathologists and their attitudes toward the ex­
tent to which parents should be involved in the therapy phase 
of their child's therapy program. 
2. There is no significant relationship between subject prepara­
tion, i.e., organization and management of a therapy program, 
and speech-l&nguage pathologists' attitudes toward the extent 
to which parents should be involved in the therapy phase of 
their child's therapy program. 
3. There is no significant relationship between weekly responsi­
bilities, i.e., conducting therapy, parent conferences and 
other professional activities, and the speech-language patholo­
gists' attitudes toward the extent to which parents should be 
involved in the therapy phase of their child's therapy program. 
Table 7 summarizes the t-test data for the therapy item. The in­
dependent variables with significant t values were: presence or absence 
77 
of children in the heme (t=2.68), training parents to manage a home 
therapy program (t=-2.70), telephone conferences as a type of parental 
contact (t=2.49), conferences as a combined type of parental contact 
(t=2.39), and parents as sources to determine the effectiveness of a 
child's therapy program (t=-2.35). 
Therefore the following null hypotheses were rejected: 
1. There is no significant relationship between presence or ab­
sence of children in the home and the speech-language patholo­
gists' attitudes toward the extent to which parents should be 
involved in the therapy phase of their child's therapy program. 
2. There is no significant relationship between the types of paren­
tal contacts, i.e., telephone conferences, training parents to 
manage a therapy program in the home, individual and group com­
bined, and speech-language pathologists' attitudes toward the 
extent to which parents should be involved in the therapy phase 
of their child's therapy program. 
3. There is no significant relationship between the sources used 
to determine the effectiveness of a child's therapy program, 
i.e., parents, and speech-language pathologists' attitudes 
toward the extent to which parents should be involved in the 
therapy phase of their child's therapy program. 
Analysis of variance (Table 10) tests revealed one significant F 
value (F=3.343) which was on the independent variable, marital status. 
Therefore the following null hypothesis was rejected; 
1. There is no significant relationship between marital status of 
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the speech-language pathologists and their attitudes toward 
the extent to which parents should be involved in different 
phases of their child's therapy program. 
In summary, the opinion scale was significantly related to: 
1. the demographic variable of: age, subject preparation in organ­
ization and management of a therapy program, supervised prac-
ticum experience in parent interview/counseling, organization 
and management of a therapy program, diagnostic evaluation, 
and years of paid experience as a pathologist. 
2. current practice environment variables: the number of hours 
spent in conferences with other professionals, writing reports, 
session or lesson plan preparation, caseload, types of parental 
contact, i.e., individual conference, telephone conference, 
sources to determine the effectiveness of a child's therapy 
program, i.e., parents and parents and teachers combined. 
The involvement scale was significantly related to: 
1. the following demographic variables: age, sex, years of paid 
experience as a pathologist and subject preparation in parent 
interviewing/counseling. 
2. the following current practice environment variables: the num­
ber of hours spent traveling between centers, the number of hours 
spent in parent conferences, the use of parents as resource to 
determine the effectiveness of a child's therapy program and 
the type of disorder identified as stuttering. 
The third dependent variable, the therapy item, was significantly 
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related to: 
1. the following demographic variables: age, marital status, 
presence or absence of children in the home, and subject prep­
aration in organization and management of a therapy program. 
2. the following current practice environment variables: the 
number of hours spent in therapy, the number of hours spent in 
parent conferences, the number of hours spent in other profes­
sional activities, training parents to manage a therapy program 
at home, parental contacts, i.e., telephone conference, indi­
vidual and group conferences combined, and parents as a source 
to determine the effectiveness of a child's therapy program. 
Table 11 summarizes the independent variables significantly related 
to one or more dependent variables at the .05 level of statistical sig­
nificance. 
Table 11. Summary of significant relationships between the independent 
variables and the dependent variables 
Independent 
variables 
Sex 
Age 
Marital status 
Children 
Years of experience 
Parent interview (SP) 
Organization and management (SP) 
Parent interview (SPE) 
Organization and management (SPE) 
Diagnostic evaluation (SPE) 
Caseload 
Stuttering 
Opinion Involvement Therapy 
Scale Scale Scale 
X 
X X X  
X 
X 
X 
X 
X 
X 
X 
X 
X 
X 
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Table 11 (Continued) 
Independent 
variables 
Opinion Involvement Therapy 
Scale Scale Scale 
Weekly activities: 
Therapy hours 
Travel 
Parent conf. 
Professional conf. 
Write reports 
Session preparation 
Other 
X 
X 
X 
X 
X 
X 
X 
Types of parental contact: 
Ind. conf. 
Telephone conf. 
Training parents 
Ind. and group conf. 
X 
X X 
X 
X 
Determine effectiveness: 
Parents 
Parents and teacher 
X 
X 
X 
SP = subject preparation; SPE = supervised practicum experience; conf. 
= conference; ind. = individual. 
Discussion of these results will be included in the following 
chapter. 
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CHAPTER V. DISCUSSION 
Introduction 
This discussion is organized into the following sections: 1) rela­
tionships between significant demographic characteristics and each depend­
ent variable, 2) relationships between significant current practice en­
vironment variables and each dependent variable, 3) selected statisti­
cally nonsignificant independent variables, and 4) summary statement. 
Data were analyzed by the product-moment coefficient correlation, t-test 
and one-way analysis of variance as described in Chapters Three and 
Four. 
Relationships Between Demographic Characteristics 
and the Opinion Scale 
A direct relationship was found between age and opinions about par­
ents. The older the pathologist, the more positive his or her opinions 
were about parents. It is possible that with age pathologists gain 
more experience, have more exposure to parents and recognize the impor­
tant role parents play in the child's therapy program. The pathologist 
may also feel more professionally competent and comfortable in his or 
her role and therefore more willing to interact with parents. 
There was a direct relationship also between perceived adequacy 
of subject preparation and opinions about parents. Patholgists who 
rated their academic subject preparation in organization and management 
of a therapy program as satisfactory had more positive opinions about 
parents. This was an expected finding. Those pathologists with 
82 
positive opinions about parents may be more likely to feel comfortable 
encouraging parents to observe and to expose themselves to possible 
criticism from the parents. It follows then that pathologists with 
more positive opinions about parents would be more likely to encourage 
parental interaction. 
The questionnaire results indicated a direct relationship between 
perceived adequacy of supervised practicum experience and pathologists' 
opinions about parents. The more satisfied the pathologists were with 
their supervised practicum experience in parent interviewing/counsel­
ing, organization and management of a therapy program, and diagnostic 
evaluation, the more positive were their opinions about parents. This 
finding was not totally consistent with those on subject preparation in 
the same areas. These data suggested that pathologists were possibly 
exposed to situations that permitted them to acquire experiences even 
though they were not totally satisfied with the amount or quality of 
academic preparation received. 
Relationships Between Demographic Characteristics 
and Involvement Scale 
The t-test showed a significant difference between the sexes on atti­
tudes toward the extent to which parents should be involved in differ­
ent phases of their child's therapy program. The female pathologists 
had a more positive attitude on the involvement scale than the males. 
According to the cultural norms in this country, it appears possible 
that the socialization of the female would influence her thinking on 
the extent to which parents should be involved in their child's therapy 
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program. Although it appears that a woman's role is changing, caring 
for the children continues to be her primary responsibility. Thus, 
female pathologists in this study may possibly be projecting their 
feelings about mother-child interactions which then were reflected in 
their answers on the involvement scale. This reasoning is supported by 
the observation that two-thirds of the women in the study were married 
and one-third had children. 
An inverse relationship was found between age and pathologists' 
attitudes toward the extent to which parents should be involved in dif­
ferent phases of their child's therapy program. Data indicated that 
the younger the pathologist, the higher the score on the involvement 
scale and this finding was unexpected. This finding may reflect the im­
pact of parent organizations on professionals and especially those in 
the helping or service professions such as speech pathology. Parents 
are beginning to take a more active role in their child's education. 
Moreover the passing of Public Law 94-142 provides the necessary impetus 
for such activation. Recent graduates in the field of speech pathology 
appear to be interested in involving parents in all phases of the 
therapy program, that is, identification, assessment, therapy and final 
evaluation before dismissal, while older pathologists appear to be less 
interested or willing to accept such involvement and may actually per­
ceive it as an encroachment upon their professional role. 
An inverse relationship was found between years of paid experi­
ence and pathologists' attitudes toward the extent to which parents 
should be involved in different phases of their child's therapy program. 
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Data indicated that the less experience pathologists had, the higher 
their score on the involvement scale. This finding was consistent with 
those related to age and the involvement scale and data collected in 
the 1961 nationwide survey by Knight et al. Years of experience in the 
1961 study clustered around 0-2 years and 3-5 years, while the mean for 
this study was 5.2. The Knight et al. (1961) study provided no explana­
tion for this relatively inexperienced membership. However, the reader 
should recall that most of the pathologists in this study are women. 
The fact that the majority of them were wcmen and married may explain 
why 50% of the pathologists have less than five years of professional 
experience. If a female marries before or shortly after graduation, 
she may work for a few years before having a family and resigning from 
her job. Thus, a turnover for females may occur every four to five 
years with new pathologists hired to replace them. 
Another explanation for the fast turnover and relatively inexperi­
enced group of pathologists is related to their previous employment ex­
perience. Thirty-nine or 12.1% of the pathologists taught as regular 
classroom teachers before changing to speech pathology as a profession. 
Since the researcher asked the respondents to list only those years of 
experience in speech pathology, this small group of pathologists may 
have skewed the mean toward less experience than is actually the case. 
Although these explanations do not totally account for the relationship 
between years of experience and a high score on the involvement scale, 
they do provide some possible areas for further exploration. 
A direct relationship was found between subject preparation and 
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pathologists' attitudes toward the extent to which parents should be 
involved in different phases of their child* s therapy program. Patholo­
gists satisfied with their subject preparation in parent interviewing/ 
counseling had higher scores on the involvement scale as would be ex­
pected. If the pathologist felt competent in his or her knowledge of 
how to work with parents and had a reasonable amount of success in the 
interaction, then they are more likely to explore opportunities to in­
volve them more. The interaction itself then becomes the reinforce­
ment. 
Relationships Between Demographic Characteristics 
and Therapy Item 
An inverse relationship was demonstrated between age and the ex­
tent to which parents should be involved in the therapy phase of the 
therapy program. Data indicated that the younger the pathologist, the 
higher the score on the therapy item, which indicated their acceptance 
of parental involvement in the therapy phase. This finding was unex­
pected, although it was consistent with previous finding on age and 
the involvement scale. Overall the pathologists appear to have a posi­
tive approach to working with parents in the presence of youth and 
relative inexperience. This finding may be explained by their exuber­
ance as a group, their willingness to meet the challenges of a new job 
and an opportunity to implement theories leaimed during their academic 
training. 
An analysis of variance test showed a significant relationship be­
tween marital status and pathologists' attitudes toward the extent to 
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which parents should be involved in the therapy phase of the total pro­
gram. Data indicated that those pathologists \dio were "separated" had 
a high positive score on the involvement scale. Examination of the 
means of marital status revealed that the mean score of "separated" was 
higher than those in other categories. Since this category contained 
only one respondent, it was not possible to make inferential statements. 
Analysis by t-test showed a significant difference between those 
pathologists without and those with children in their attitudes toward 
the extent to which parents should be involved in the therapy phase of 
the total program. Data indicated that pathologists without children 
scored higjier on the therapy item than those with children. This find­
ing was expected since it related to time available for remedial activ­
ities. Pathologists without children and additional home responsibili­
ties may have felt that more time is available for parents to do "home­
work", while those with children may have felt that less time is avail­
able. On the other hand, pathologists with children may better under­
stand these home responsibilities, the care required for children and 
the obligations related to managing a household. They may be less likely 
to relegate program responsibilities to the parents. Pathologists with­
out children do not have these extra responsibilities and therefore 
may be slightly insensitive to the time constraints within the home. 
An inverse relationship was found between subject preparation and 
pathologists' attitudes toward the extent to which parents should be 
involved in the therapy phase of the total program. Data indicated that 
pathologists unsatisfied with their preparation in organization and 
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management of a therapy program had a higher score on the therapy item. 
They were more likely to feel parents should participate in therapy. 
This finding was different from earlier findings in this study. Earlier, 
those pathologists unsatisfied with their subject preparation in this 
area had lower scores on the involvement scale. These pathologists may 
not have systematic ways to evaluate a child's progress and lack effi­
cient methods to deal with scheduling and handling a large caseload. 
These pathologists, in essence, may be admitting that the organization 
and management of their therapy programs is less than effective and 
parental involvement in the therapy phase of the total program is one 
way to work toward establishing a more effective program. 
Relationships Between Current Practice Environment 
and Opinion Scale 
An inverse relationship was found between caseload and pathologists' 
opinions about parents. Data indicated that as pathologists' caseload 
decreased, positive opinions about parents increase. This finding was 
expected since the pathologists might interact more with parents, if 
some of the barriers such as large caseload were removed or reduced to 
a reasonable level. A smaller caseload would provide pathologists with 
opportunities to contact and interact with parents frequently in a man­
ner comfortable for both parties. 
An inverse relationship was found between weekly responsibilities 
and pathologists' opinions about parents. Data indicated that the less 
time spent in conferences with other professionals, writing reports, 
and preparing lessons or session plans decreased, the more positive 
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the score on the opinions scale. This finding was consistent with the 
previous finding on caseload. The number of weekly responsibilities 
performed by the pathologists may limit to a substantial degree the 
amount of time available to parents. It follows then that the smaller 
the caseload, the less paperwork and meetings involved. Therefore, more 
time is available for parent-pathologist interaction. 
The t-test showed a significant difference between the types of 
parental contact selected by pathologists and their opinions about par­
ents. Data indicated that pathologists who chose individual conferences 
as a type of parental contact had a more positive score on the opinion 
scale as compared to all other types of parental contact. Pathologists 
who chose the telephone as a type of parental contact had a less positive 
score on the opinion scale. Although, almost all pathologists used 
both telephone and individual parent conferences, those who chose the 
telephone had a less positive score on the opinion scale. One possible 
reason could be that those who had less positive opinions about parents 
preferred to use a less direct method of interaction with parents. 
Basically, face-to-face conferences are more successful for they maintain 
a sustained involvement between pathologist and parent. Although tele­
phone conferences do not require the same amount of intensity as individ­
ual conferences, they can be used effectively when the pathologist has 
no other option to follow-up previous conferences. Time as a factor for 
both pathologists and parents may be another reason telephone contacts 
were used as opposed to individual conferences. 
The t-test showed a significant difference between sources used 
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to determine the effectiveness of a child's therapy program and patholo­
gists' opinions about parents. Pathologists who selected parents or 
parents and teachers combined as sources to determine the effectiveness 
of a child's therapy program had more positive scores on the opinion 
scale. It was not feasible from this study to determine \diy a patholo­
gist chose any particular method for evaluating therapy. Perhaps pathol­
ogists who selected parents as a source to determine the effectiveness 
of their child's therapy program did so because they have more positive 
opinions about parents. Or perhaps parents provided the pathologists 
with the necessary feedback to keep them involved. Both situations 
would seem to provide the necessary positive reinforcement to facilitate 
the parent-pathologist interaction. 
Pathologists who use parents and teacher combined to determine the 
effectiveness of the child's therapy program had more positive opinions 
of parents. A child spends large number of hours with his teacher during 
the day and a significant number of hours with his parents all other 
times. This particular approach to therapy pulls the school and home 
closer and provides the necessary feedback from the involved parties. 
As discussed and illustrated in Chapter Two, pathologists benefit from 
input by all significant people interacting with the communicatively 
handicapped child. Both parent(s) and teachers provide feedback which 
help the pathologist monitor the child's progress or lack of it. The 
feedback may serve as the necessary impetus for modifying the child's 
therapy program. 
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Relationships Between Current Practice Environment 
and the Involvement Scale 
An analysis of variance test showed a significant difference be­
tween the types of disorders within pathologists' caseload and pathol­
ogists* attitudes toward the extent to which parents should be involved 
in the different phases of their child's therapy program. When stutter­
ing was ranked as the first and second most frequent disorder managed 
by the pathologist, a higher score on the involvement scale was found. 
There were only two pathologists who indicated that stuttering was among 
the first and second most frequent disorder in their caseload. This 
is consistent with the prevalence data on ccanmunication disorders and 
limits the degree to which findings can be generalized. Since most 
theories of stuttering give considerable emphasis to parental involve­
ment, it is to be expected that pathologists would want parents to be 
involved in therapy. 
A direct relationship was found between weekly responsibilities 
and pathologists' attitudes toward the extent to which parents should 
be involved in different phases of their child's total program. Data 
indicated that pathologists who spent more time traveling between centers 
and pathologists who spent more time in parent conferences had higher 
scores on the involvement scale. The finding related to parent confer­
ences was expected and appeared consistent with other findings where 
the pathologist and parents had direct contact. Again, if the direct or 
one to one contact was positive between pathologists and parents, one 
would expect the reinforcement to stimulate additional contact. 
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The relationship between traveling time and the involvement scale 
was difficult to explain. Perhaps pathologists were stimulated by their 
interactions with different groups of parents or by being in different 
settings. Since the amount of time traveling was presented in Chapter 
Two as a possible barrier to pathologist-parent interaction, the present 
finding was a surprise. The average amont of time spent traveling be­
tween centers in this study was 2.73 hours per week. Travel time may 
actually be planning time for seme pathologists. 
The t-test showed a significant difference between sources used 
to determine the effectiveness of the child' s therapy program and pathol­
ogists' attitudes toward the extent to which parents should be involved 
in their child's total therapy program. Data indicated that patholo­
gists who used parents as a source had a more positive attitude on the 
involvement scale. This finding was consistent with the relationship 
between sources used to determine the effectiveness of the child's ther­
apy program and pathologists' opinions about parents. Pathologists who 
selected the parents as a mean of evaluating the effectiveness of a 
child's therapy program tended to have a more positive attitude toward 
parent involvement in all the different phases of a total program. 
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Relationships Between Current Practice Environment 
and Therapy Item 
The t-test showed a significant difference between types of paren­
tal contact used and pathologists* attitudes toward the extent to which 
parents should be involved in the therapy phase of their child's pro­
gram. Data indicated that pathologists who chose to use the telephone 
as a type of parental contact had a lower score on the therapy item. 
This finding was expected, since using the telephone was considered by 
this author as an indirect method of contacting parents. Perhaps these 
pathologists had less favorable attitudes initially about parents and 
parental involvement and chose an indirect method, the telephone, which 
was less successful as a type of parental contact and confirmed the 
interaction pattern. On the other hand, it is possible that these 
pathologists recognized the need to interact with parents, therefore 
they chose a method that required the least amount of involvement and 
time. 
Data indicated that pathologists who chose training parents to 
manage a therapy program at home had a higher score on the therapy 
item. This finding per se was expected and was supported in the liter­
ature (Carrier, 1970; Fudala, England, & Ganoung, 1972; and Tufts & 
Holliday, 1959). These studies did not assess the attitude of patholo­
gists toward parental involvement, however, it can be assumed that those 
pathologists involving parents in the therapy phase of a program had a 
positive attitude toward parental involvement and that they recognized 
parents as effective change agents. 
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Data indicated that pathologists who did not use individual and/or 
group conferences as a type of parental contact had a more positive 
attitude toward involving parents in the therapy phase. This finding 
had statistical significance but little practical application. It may 
represent the fact that some pathologists recognize the need for paren­
tal involvement in their programs but work constraints within their job 
settings made it impractical for them to follow through on implementa­
tion. 
A direct relationship was found between weekly responsibilities 
and pathologists' attitudes toward the extent to which parents should 
be involved in the therapy phase of a child's total program. Data in­
dicated that the more time pathologists spent in therapy and parent 
conferences, the higher their score on the therapy item. This finding 
was expected. Perhaps the more hours pathologists spend conducting 
therapy, the more they recognize the need to involve parents in therapy. 
Since the child usually attends therapy sessions for a limited time 
during the day and obviously spends more time at home, to involve the 
parents in the therapy phase of their child's program would be advanta­
geous for all parties concerned. 
Pathologists who spend more time in parent conferences also had 
a higher score on the therapy item. Perhaps these pathologists through 
their interaction with parents discovered ways both parties can 
help the child. Obviously, if pathologists had favorable results from 
parent conferences, they would be receptive to parental input and en­
courage additional involvement. 
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On the other hand, perhaps both these relationships may be ex­
plained by the pathologists' need for assistance with their therapy 
program. This assistance may come in the form of a communication aide, 
if the school budget is generous, or the use of parents as an alterna­
tive. 
The t-test showed a significant difference between the sources 
used to determine the effectiveness of a child's total program and 
pathologists' attitudes toward the extent to which parents should be 
involved in the therapy phase of the program. Data indicated that 
pathologists who use parents as a source to determine the effectiveness 
of a child's therapy program had a more positive score on the therapy 
item. This finding was consistent with those describing the relation­
ship between training parents to manage a therapy program at heme and 
the therapy item. Both relationships appear to be related to the follow­
ing: 1) positive experiences in working with parents, 2) positive feed­
back from the parents related to the child's progress in therapy, 3) 
positive reinforcement stimulate replication, and 4) the recognition 
of parents as effective change agents. 
An inverse relationship was found between weekly responsibilities 
and pathologists' attitudes toward the extent to which parents should 
be involved in the therapy phase of their child's total program. This 
meant that as the amount of time spent completing various other pro­
fessional activities, such as, special report writing and meetings, 
decreased, the positive score on the therapy item increased and moved 
more toward the positive end of the item. This finding was expected. 
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Pathologists with more time are likely to have positive attitudes toward 
parental involvement in the therapy phase of the total program. 
Selected Nonsignificant Independent Variables 
In the creation of the original hypotheses many different variables 
were considered. Upon examination of the statistical data some surpris­
ing facts emerged. The lack of significant statistical values on the 
following variables were of interest: 1) marital status, 2) types of 
disorders within the pathologists* caseload, and 3) reports submitted 
to parents. 
Marital status itself was not found to be a significant variable. 
The presence or absence of children in the home appeared to be the de­
termining factor for significance. Those who have chosen to remain in 
the field of Speech Pathology have done so for personal reasons. Per­
haps the pathologists in this study are more similar than dissimilar 
in their intrinsic makeup. Thus, it follows that marital status per se 
would not be a viable factor in considering parental involvement in 
their therapy program. 
Reports written to parents as well as several other people are a 
necessary task and absorbs considerable time in pathologists' schedules. 
Most of the respondents (233) in this survey reported spending 1 to 2 
hours a week writing reports to parents. Seventy-nine percent of these 
respondents also rated their subject preparation in writing reports as 
excellent or good. Since the average number of hours spent writing 
reports to parents and the average number of hours spent in parent 
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conferences a week are approximately the same, pathologists appear to 
find report writing an effective method to interact with parents. On 
the other hand, pathologists may have chosen to use written reports 
to parents because of convenience. That is, it is easier to set aside 
time during the week to write reports than it is to select a time con­
venient for both parent and pathologists to meet. In addition, report 
writing might be a requirement of the job as set up by the patholo­
gist's superior. 
Pathologists in this study reported that articulation and language 
disorders comprised the bulk of their caseload. This trend was also 
apparent in Knight's et al. (1961) study. However, since the 1961 
study, several researchers (Bush & Bonachea, 1973; Carrier, 1970; and 
Tufts & Bfolliday, 1959) have shown that parents can be utilized to work 
with their communicatively handicapped children, specifically those 
children with functional problems. Other researchers (Bryant, 1971; 
Carpenter & Augustine, 1973; and Jelinek & Schaub, 1973) advocate the 
use of parents as effective change agents in remedial programs regard­
less of the disorder. However, pathologists in this study did not 
appear to make any distinction among the types of disorders and the 
amount of parental involvement. The diversity among the caseload was 
limited and no one pathologist had more than 30% of his or her caseload 
in other disorders. These pathologists appear to deal with all dis­
orders in the same way, in that their attitude toward the extent to 
which parents should be involved in their child's therapy program re­
mained the same regardless of the composition of the caseload. 
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Summary Statement 
It can be seen from a review of the data that pathologists in Iowa 
have basically positive opinions about parents and positive attitudes 
toward the extent to which parents should be involved in the child's 
total communication program. These data were consistent with earlier 
findings cited in the study by Knight et al. (1961). 
Several statistically significant relationships were found between 
selected independent variables and the three dependent variables. It 
appeared that relationships found were influenced by specific demographic 
variables such as sex, age, marital status, presence or absence of 
children in the home, years of paid experience in the profession, and 
subject preparation and practicum experience in the three areas of 
parent interviewing/counseling, organization and management of a ther­
apy program and diagnostic evaluation. It should be noted that females 
more than males, young more than older pathologists, those pathologists 
without children more than those with, and pathologists with less ex­
perience in the profession had more positive opinions about parents and 
attitudes toward parental involvement. The information gathered on 
subject preparation and practicum experience of the pathologists was not 
as straight forward. It appeared that pathologists maintained positive 
opinions about parents and attitudes toward parental involvement in the 
presence of slightly less than ideal training. This of course may be 
explained by the individual personality of the pathologist in training 
or the personality of the individual(s) supervising the training of the 
pathologist or the aura of the total training program. 
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It also appeared that relationships found were influenced by spe­
cific current practice environment variables defined as: types of paren­
tal contact, weekly responsibilities, caseload, sources of determining 
effectiveness of the child's therapy program and composition of the case­
load. These findings may reflect pathologists' overall ability to con­
duct a therapy program or the local administration's policy related to 
therapy programs. Obviously, if the pathologists did not receive ade­
quate training in managing a ccsnmunication program and did not have the 
adequate support of the administration, these shortcomings could be 
reflected in their approach to working with parents and others. 
Skill in operating a program does not develop intuitively. Pathol­
ogists need proper training and local support to carry out an effective 
program. Implementation of programs requires creative pathologists, 
adequate training and support from school administrators, parents, and 
the general public. 
A few independent variables related differentially to the opinion 
scale and the involvement scale. Two points can be made: 1) the two 
scales were not related, thus are apparently measuring different phenom­
ena, and 2) the opinion scale may be tapping a different notion than 
the question of preferred parental involvement. 
A final comment should be made about the statistically significant 
relationships in the study. The practical significance should be cau­
tiously interpreted since the statistical variance explained in all cases 
was quite limited. 
99 
CHAPTER VI, SIMIÀRY AND IMPLICATIONS FOR FUTURE RESEARCH 
Summary 
The purpose of this study was to collect information from patholo­
gists practicing in Iowa public school settings as a basis for describ­
ing the involvement of parents in public school speech and language 
programs. The study also proposed to determine the relationships of 
parental involvement to certain demographic data (personal, social and 
professional) and characteristics of the current practice environment 
of the pathologists. 
The subjects in this study were all of the speech-language patholo­
gists employed in the public school systems of Iowa during the months 
of January and February, 1977. The respondents consisted of 321 of the 
total 411 pathologists who received the questionnaire. The response 
rate of 78.9% was considered excellent and representative of patholo­
gists employed at that time. 
The research instrument used for this study was organized into 
four sections: demographic data, current practice environment informa­
tion, opinions about parents as perceived by pathologists and patholo­
gists' attitudes toward the extent to which parents should be involved 
in their child's therapy program. All of the questions were of the 
closed end type. The research instrument was pretested in a pilot study 
which resulted in some modifications in wording and format. 
The participating pathologists in this study had the following 
characteristics: 53 males of which 41 were married and 27 had children. 
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268 females of which 182 were married and 93 had children. The ages 
of pathologists in this study ranged from 21 to 57 years with a mean 
age of 30.2. Two-thirds of the pathologists were between 23 and 30 
years of age. Most of the pathologists in this study had less than 
five years of experience in the field. 
Factors related to pathologists' opinions about parents were: 
1) age, 2) subject preparation in organization and management of a ther­
apy program; supervised practicum experience in parent interviewing/ 
counseling, organization and management of a therapy program, 3) case­
load, 4) weekly responsibilities, such as, the amount of time spent in 
conferences with other professions, writing reports and preparing lesson 
or session plans, 5) types of parental contact, such as individual con­
ferences and telephone conferences, and 6) method used to determine the 
effectiveness of a child's therapy program, such as, parents or parents 
and teachers combined. 
Factors related to pathologists' attitudes toward the extent to 
which parents should be involved in the four phases (identification, 
assessment, therapy, and final evaluation) of their child* s total pro­
gram were: 1) sex, 2) age, 3) years of paid experience as a patholo­
gist, 4) subject preparation in parent interviewing/counseling, 5) com­
position of caseload, 6) weekly responsibilities, such as, the amount 
of time spent traveling between centers and the amount of time spent in 
conferences with parents, and 7) methods used to determine the effective­
ness of a child's therapy program, parental evaluation of change. 
Factors related to pathologists' attitudes toward the 
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extent to which parents should be involved in the therapy phase of the 
child's total program were; 1) age, 2) marital status, 3) presence or 
absence of children in the home, 4) subject preparation in organization 
and management of a therapy program, 5) weekly responsibilities, that is, 
the amount of time spent in therapy, the amount of time spent in con­
ferences with parents, and the amount of time spent completing other 
professional obligations, that is, special report writing, area meetings 
and staffings on their pupils, 6) types of parental contact, that is, 
telephone conferences, training parents to manage a therapy program at 
home and individual and/or group conferences, and 7) method used to 
determine the effectiveness of a child's therapy program, parental eval­
uation of change. 
Information gathered by questionnaires frcm participating patholo­
gists indicated that parental involvement is present in existing pro­
grams. However, the actual involvement was not completely determined 
because limited resources restricted data collection to responses from 
pathologists. Responses from the parents could provide additional 
information for a more operational interaction between parents and 
pathologists. Implementation of Public Law 94-142 demands a closer in­
spection of parent-pathologist interaction, if school systems are to 
comply with this law. Although pathologists in this study appear inter­
ested in parental involvement and have positive attitudes toward it, 
they seem to need guidance to carry it through. Because the number of 
public school pathologists is increasing, from 4,511 in 1961 (Wilson, 
1961) to 28,000 in 1977 (Boone, Note 2), and educational laws are 
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changing, training institutions and others responsible for professional 
growth and development of pathologists should explore ways to facili­
tate parent-pathologist interactions. The provisions of Public Law 
94-142 require parental involvement in the evaluation and program plan­
ning phases of a child's program. Traditionally parental involvement 
has occurred during the discussion of program results. 
Implications for Future Research 
The information provided by this study suggests the following con­
siderations for further research related to public school language, 
speech and hearing services: 
1. The factors which operate in career choices that influence 
females to choose this career more frequently than males. 
2. The methods used by training institutions to evaluate the 
interpersonal communication skills of future pathologists. 
3. The specific training pathologists receive in subject pre­
paration and supervised practicum experience related to work­
ing with parents. 
4. The pattern of parental contact used in training and as a 
professional person should be compared to determine those 
factors that influenced the change of interactional patterns. 
5. The attitudes of parents toward involvement in a comprehen­
sive communication program. 
6. The comparison between parents involved in a comprehensive 
communication program and those involved only in the therapy 
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phase of the program. 
7. The relationships between the severity and/or the type of 
disorder and the amount of parental involvement preferred 
by both pathologists and parents. 
8. The analysis of parental involvement in public school com­
munication programs as perceived by the parents of communica­
tively handicapped children. 
9. Comparative studies of pathologists' methods of reporting in­
formation should be explored to determine the most effective 
means of disseminating information and allowing more time to 
interact with parents. 
Parental involvement in public school speech and language programs 
is needed. Research, support and guidance are needed in this area to 
explore ways in which programs for parental involvement can be imple­
mented in order for pathologists to effectively attain their goal of 
helping children with communicative disorders. 
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IOWA STATE 
Department of Speech 
Pearson Hall 
Ames. Iowa 50011 
UNIVERSITY Telephone: 515-294-1117 
December 6, 1976 
Please let me introduce myself. I am Audrey Guydon. Speech Pathologist, 
with work experience in Iowa public schools and at Iowa State University. I am 
currently involved with a Ph. D. program in Family Environment and Education. 
Ify two major professors are Dr. Ronald C. Powers, Professor of Family Environ­
ment, and Dr. Ray Bryan, Professor of Education. 
As a part of the Ph. D. program, we are interested in studying the inter­
action between speech and/or language clinicians and parents of children with 
communication disorders. To study this interaction, we plan to mail questionnaires 
in January, 1977, to the practicing speech and/or language clinicians in the state. 
We have been in communication with Dr. J. Joseph Freilinger, Consultant 
for Clinical Speech Services. He has read the dissertation proposal and looked 
over the questionnaire to be used and is supportive of this study (see enclosed 
letter). May I also ask for your cooperation and support in encouraging 
clinicians in your area to complete and return the questionnaire. It is under­
stood that their participation is voluntary. 
With appreciation for your support, we are 
Sincerely, 
Audrey Guydon 
Spegch-Çathologist 
( 
AG/mk 
End. 
STATE OF IOWA • DEPARTMENT OF PUBLIC INSTRUCTION 
GRIMES STATE OFFICE BUILDING • DES MOINES, IOWA 50319 
ROBERT D. BENTON, Ed.D., STATE SUPERINTENDENT Iowa 
a place to grow 
November 29, 1976 
Ms. Audrey S. Guydon 
Speech Department 
Pearson Hall 
Iowa State University 
Ames, Iowa 50010 
Dear Audrey: 
Thank you for providing me with your research proposal and the questionnaire. 
It is refreshing to read a research proposal which has particular relevance for 
the public school sector! Your findings should provide valuable data for planning 
inservice programs about parent counseling for speech clinicians. 
Your study is certainly timely. A current trend in special education is 
greater parent involvement in assessing, evaluating, and programming for their 
handicapped child. Your study sangiles current practices and, with data you 
collect, one could extrapolate future directions in parent counseling. 
I hope that you will find the invited participants receptive and cooperative 
not only for your sake but also because of the value your findings could have 
for Iowa. 
Good luck! If I can be of further help please let me know! I'm looking 
forward to reading your completed study. 
Sincerely, 
PUPIL PERSONNEL SERVICES BRANCH 
SPECIAL EDUCATION DIVISION 
•S. Joseph Frelllnger, Ph.D. 
Consultant, Clinical Speech Services 
JJFrcms 
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IOWA STATE 
Department of Speech 
Pearson Hall 
Ames, Iowa soon 
UNIVERSITY 
January 3, 1977 
Dear Colleague: 
We are asking for your -voluntary participation in this study assessing 
current practices in speech and language therapy programs in Iowa's public 
schools. This information will be helpful to those who plan workshops and 
in-service training programs for speech and language clinicians. The 
findings will also be shared with colleges and universities for their con­
sideration in program and curriculum development. 
Individual responses will not be reported in a manner permitting identi­
fication of the respondent. All individual identification will be removed 
from the questionnaire before the data are processed. The code number on 
the envelope will be used only to determine who has returned the question­
naire and thus avoid needless follow-up. 
If you have questions regarding the study, you are welcome to contact 
the professor in charge of the study. Dr. Ronald C. Powers. His telephone 
number is (515)294-8397. 
We hope you will take the few minutes required to complete and return 
this questionnaire. We would like to receive your response by January 14, 
1977. 
Thank you for your interest and cooperation. 
Sincerely, 
Audrey Guydon 
Speech Pathologist 
AG/mk 
End 
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January 18, 1977 
Dear Colleague: 
Last week we mailed you a questionnaire regarding speech 
and language programs in the public schools. If you 
have already mailed your copy back, thank you. If not, 
would you please complete and return the questionnaire 
as soon as possible using the postage-paid envelope 
provided. 
Sincerely, 
Audrey Guydon 
Ronald C. Powers 
Iowa State University 
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IOWA STATE 
Department of Speech 
Pearson Hall 
Ames. Iowa 50011 
UNIVERSITY Telephone: 515-294-1117 
Dear Colleague 
About a month ago we asked for your voluntary participation in a study 
assessing current practices in speech and language therapy programs in 
Iowa's public schools. We need to hear from every clinician in order 
to gather information that will be helpful to those planning workshops 
and in-service training programs. Your input is very important to us. 
In case our first questionnaire did not reach you or has been lost, we 
are enclosing a replacement copy. Please use the enclosed return 
envelope. 
Again, individual responses will not be reported in a manner permitting 
identification of the respondent. All individual identification will be 
removed from the questionnaire before the data are processed. The code 
number on the envelope will be used only to determine who has returned 
the questionnaire and thus avoid needless follow-up. 
We hope you will take the few minutes required to complete and return 
this questionnaire. We would like to receive your response by February 
16, 1977 and complete our data collection. 
Sincerely 
Audrey Guydon 
Speech Pathologist 
Professor of Family Environment 
rb 
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INSTRUCTIONS: Please check [3 the appropriate response for each item. Some items and/ 
or questions will require multiple responses. 
A. PERSONAL DATA 
1. Sex (D^Mole <2)0 
2. Age: 
3. Marital Status: 
(1) C Single 
(2) C Married 
(3) 0 Separated 
(4) Û Divorced 
(5) Z Spouse Deceased 
i. Children (1) • No (2) • Yes Number of Children 
5. Kow many years of employment experience do you have as a speech and/or language 
clinician? 
6. Are you employed as a speech and/or language clinician-part time or full-time? 
(1)2 part-time (2) full-time 
7. What is the highest level of education you have completed: 
(1)0 Bachelor's Degree 
(2)O Bachelor's Degree and additional graduate work 
(3)3 Master's Degree 
(4) 3 Master's Degree and additional graduate work 
(5) C Doctorate 
8. Do you hold ASHA certification (Certificate of Clinical Competence)? 
(1) • No (2) • Yes 
9. Please indicate your membership in the following professional organizations. 
Check all that apply. 
[] State Education Association 
C National Educational Association 
C Council for Exceptional Children 
L3 State Speech and Hearing Association 
~ American Speech and Hearing Association 
O Other (Please Specify) 
10. Have you ever been employed as a regular classroom teacher? (1) O No (2) • Yes 
11. If "YES" to Question 10, please check all the boxes below that apply. 
(1) 3 Preschool; (2) G Elementary; (3) • Secondary; (4) C Special Class. 
12. Please indicate which of the following were included in your speech and language 
training. Check all that apply. 
C Regular classroom practice teaching 
2 Public school speech and language practicum 
Z College or university speech and language clinic practicum 
ZZ Other (Please Specify) 
13. What single area of training besides speech and language pathclogy has been the 
most valuable to you in your role as a speech and/or language clinician? 
(1) - General Speech (5) O Child Development 
(2) 3 Special Education (6) • Guidance and Counseling 
(3) 3 General Professional Education (7)D Other (Please Specify) 
(4) 3 Psychology 
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li. Please rate your preparation in each of the following subject areas studied 
during your academic training. For each numbered item, circle a rating of 
1, 2, 3, 4, or 5. 
Ratings 
Subjects No Preparation Poor Fair Good Excellent 
(1) Articulation 1 2 3 4 5 
(2) Stuttering 1 2 3 4 5 
(3) Voice Disorders 1 2 3 4 5 
(4) Language Disorders 1 2 3 4 5 
(5) Cleft Lip/Palate 1 2 3 4 5 
(6) Hearing Impairments 1 2 3 4 5 
(7) Cerebral Palsy 1 2 3 4 5 
(8) Parent Interviewing/ 1 2 3 4 5 
Counseling 
(9) Professional Relations 1 2 3 4 5 
(10) Writing Reports 1 2 3 4 5 
(11) Organization and Management 1 2 3 4 5 
(12) Diagnostic Evaluations 1 2 3 4 5 
(13) Normal Acquisition of 1 2 3 4 5 
Speech and Language 
15. Please circle your rating of your supervised practicum experience (in any 
setting) for each of the following: 
Ratings 
No Preparation Poor Fair Good Excellent 
(1) Articulation Disorders 1 2 3 4 5 
(2) Stuttering 1 2 3 4 5 
(3) Voice Disorders 1 2 3 4 5 
(4) Language Disorders 1 2 3 4 5 
(5) Cleft Lip/Palate 1 2 3 4 5 
(6) Hearing Impairments 1 2 3 4 5 
(7) Cerebral Palsy 1 2 3 4 5 
(8) Parent Interviewing/ 1 2 3 4 5 
Counseling 
(9) Professional Relations 1 2 3 4 5 
(10) Writing Reports 1 2 3 4 5 
(11) Organization and Management 1 2 3 4 5 
(12) Diagnostic Evaluations 1 2 3 4 5 
16. Have you attended any workshops or in-service training programs regarding 
parent-clinician interaction? (1) • No (2) 3 Yes 
17. If "YES" to Question 16, have they been helpful to you? 
(1) = No (2) 3 Yes 
IS. Have you ever engaged in private practice with speech and language-impaired 
clients? (1)^ No (2) H Yes 
19. Has any member of your immediate family ever had a communication disorder? 
(1) :• No (2) " Yes 
20. If "YES" to Question 19, did this fact influence your vocational aims? 
(1) No (2) a Yes 
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B. CURRENT PRACTICE ENVIRONMENT 
1. Please give your best estimate of the total number of pupils enrolled in your 
therapy program over this school year: 
2. Please give your best estimate of the total population of all of the school 
buildings you serve: 
3. Please rank the grades/classes below in terms of numbers of pupils enrolled in 
your therapy program. (1 = highest, 2 = next highest. — =• lowest.) Use "0" 
for those grades in which you have no pupils. 
Preschool Ath Grade 9rh Grade 
Kindergarten 5th Grade 10th Grade 
1st Grade 6th Grade 11th Grade 
2nd Grade 7th Grade 12th Grade 
3rd Grade 8th Grade Special Class 
Ungraded Primary 
i. Please rank the types of disorders in terms of numbers of pupils enrolled in 
your therapy program. (1 = highest, 2 = next highest. — = lowest.) Use "0" 
for those disorders not represented by pupils. 
Articulation Disorders Cleft Lip/Palate 
Language Disorders Voice Disorder 
Stuttering Cerebral Palsy 
Hearing-Impaired 
5. How are your caseload limits determined? Check all that apply. 
O Local Regulations (AEA/LEA) 
C Your Supervisor's Decision 
C Your Own Decision 
Z Number of Children with Communication Disorders 
C Other (Please Specify) 
Please check all of the articulation tests you presently use. 
Z Arizona Articulation Proficiency Scale 
Z The Fisher-Logeman Test of Articulation 
Z A Deep Test of Articulation (McDonald) 
Z Templin-Darley Tests of Articulation 
Z Goldman-Frisfoe Test of Articulation 
Z Picture Articulation Test (PAT) 
Z Other (Please Specify) 
Which test do you most frequently use? 
7. Please check all of the language tests you use. 
Z The Full-Range Picture Vocabulary Test (Amnons & Annsons) 
Z Peabody Picture Vocabulary Test 
Z Northwestern Syntax Screening Test 
Z Utah Test of Language Development 
Z Preschool Language Scale (Zimmermann, et al) 
Z Illinois Test of Psycholinguistic Abilities (ITPA) 
Z Other (Please Specify) 
Which test do you most frequently use? 
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8 .  
9. 
11. 
12.  
What types of records do you keep for each of your pupils? Check all that apply. 
Z Individual Education Plan (lEP) 
Case History 
Z Individual Daily Log 
Z Test/Assessment Results 
Z Weekly or Monthly Progress Reports 
Z Report of all Conferences with parent (s) and/or professionals who work 
with the client 
Z Phonetic and/or Language Improvement 
Z Due Process Records 
Z Other (Please Specify) 
Wiat types of reports do you write? Check all that apply. 
Z Results of Communication Tests/Assessment 
Z Results of Language Testing 
Z Therapy Progress Reports 
Z Final Reports 
Z Other (Please Specify) 
10. To whom do you submit these reports? Check all that apply. 
Z Classroom Teacher 
Z Your Supervisor 
Z Parent(s) 
Z Principal 
Z Representative of other Professions 
Z Other (Please Specify) 
With respect to pupils on your caseload, how would you classify your profes­
sional relationship with each of the following individuals In the system in 
which you work? Please circle your response. 
No Con 
(1) Classroom Teacher 1 2 3 4 5 
(2) Principal 1 2 3 4 5 
(3) School Psychologist 1 2 3 4 5 
(:) Guidance Counselor 1 2 3 4 5 
(5) School Nurse 1 2 3 4 5 
(6) Learning Disability Specialist 1 2 3 4 5 
(7) Supervisor 1 2 3 4 5 
(8) Special Education Teacher 1 2 3 4 5 
(9) Remedial Reading Teacher 1 2 3 4 5 
(10) Other (Please Specify) 1 2 3 4 5 
With respect to pupils on your caseload. do you use the following types 
act Poor Fair Good Excellent 
parental contact? Please check your response. 
(1) Individual Conferences 1. • No 2. a Yes 
(2) Croup Conferences 1. L ]  No 2. r ;  Yes 
(3) Therapy Observations by Parent(s) 1. D No 2. [j Yes 
(4) Training Parent(s) to Manage A 1. • No 2. G Yes 
Home Therapy Program 
(5) Home Visits 1. O No 2. Z Yes 
(6) Telephone Conferences 1. O No 2. ZYes 
(7) Written Correspondence with an 1. • No 2. • Yes 
Expected Response 
(8)  Other (Please Soecifv) 1. o No 2. CYes 
Which type of parental contact do you most frequently use? 
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13. 
15. 
16. 
Based on your experience with those types of parental contact you have used 
(in Q. 12), please rank-order the following types of parental contact on the 
basis of "best results". (1 = highest, 2 = next highest, = lowest.) Use 
"0" for those types of contact you have not used. 
Individual Conferences 
Group Conferences 
Therapy Observations by Parent(s) 
Training Parent(s) to Manage A Home Therapy Program 
Home Visits 
Telephone Conferences 
Written Correspondence with an Expected Response 
Other (Please Specify) 
14. Please indicate all types of parental contact that you use with each type of 
communication disorder. 
Types of Parental Contact 
Individual Conferences 
Group Conferences 
Therapy Observations by Parent(s) 
Training Parent(s) to Manage A 
Home Therapy Program 
Hone Visits 
Telephone Conferences 
Written Correspondence with an 
Expected Response 
Other (Please Specify) 
Code No. 
1 
2 
3 
4 
Write in All 
Code Nos. You Use 
Types 
of Disorder 
Articulation 
Disorder 
Language Disorder 
Hearing-Impaired 
Stuttering 
Cleft Lip/Palate 
Cerebral Palsy 
Voice 
Please indicate all types of parental contact that you use with the different 
phases of your program, i.e., identification of problem, assessment of problem, 
therapy and final evaluation before dismissal. 
Write in All 
Types of Parental Contact Cod^ No. Code Nos. You Use 
Individual Conferences 
Group Conferences 
Therapy Observations by Parent(s) 
Training Parent(s) to Manage A 
Hone Therapy Program 
Home Visits 
Telephone Conferences 
Written Correspondence with an 
Expected Response 
Other (Please Specify) 
Which of the following methods do you use to determine the effectiveness of the 
carry-over phase of the pupil's therapy program? Check all that apply. 
Z Reports from Classroom Teacher(s) 
r Reports from Parent(s) 
Z Reports from Other Educator(s)/Professional(s) 
Z Classroom Visits 
Z Your Observation of Client in Other School Activities 
Other (Please Specify) 
None 
e 
1 
2 
3 
4 
Program Phase 
Identification 
of Problem 
Assessment of 
Problem 
Therapy 
Final Evaluation 
before dis­
missal 
Which method do you most frequently use? 
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Please give your best estimate of how much time you spend weekly doing the 
following: 
Activity Number of Hours 
(1) Therapy 
(2) Travelling between Centers 
(3) Conferences with Parent(s) 
(4) Conferences with Other Professional(s) 
(5) Determining the Effects of Therapy 
(6) Writing Reports to Parent(s) 
(7) Preparation of Lessons 
(8) Testing/Assessment 
(9) Other (Please Specify) 
Total Number of Working Hours 
IS. How would you evaluate each of the following? Please circle your response. 
Not Available Poor Fair Good Excellent 
(1) Your Therapy Room 1 2 3 4 5 
(2) Supplies (basic materials, e.g., 1 2 3 A 5 
paper, pencils, etc.) 
(3) Furniture (chairs, tables, file 1 2 3 4 5 
cabinet, etc.) 
(4) Equipment (Language master, slide 1 2 3 4 5 
projector, etc.) 
(5) Materials (language kits, pro- 1 2 3 4 5 
fessional books, tests, etc.) 
(5) Supervision 1 2 3 4 5 
(7) Local-Level Workshops 1 2 3 4 5 
(8) State-Level Workshops 1 2 3 4 5 
(9) In-Service Training Programs 1 2 3 4 5 
This section asks for your opinion of the parents with whom you have worked and/or 
with whom you are presently working in your therapy program. Please indicate your 
perception of these parents according to the following pairs of adjectives. Circle 
the number from "0" to "5" which you feel is most characteristic of the parents 
with whom you have worked. 
Example: 
Quarrelsome 54321012345 Harmonious 
If you feel parents are "quarrelsome", you would circle the number closest to the 
word "quarrelsome". 
Quarrelsome 4321012345 Harmonious 
If you feel parents are "harmonious", you would circle the number closest to the 
word "harmonious". 
Quarrelsome 5432101234 Harmonious 
If your feelings about parents are neutral or in-between these two words, you would 
circle an appropriate intermediate number. 
Quarrelsome 5 4 3 2 1 12 3 4 5 Harmonious 
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Please look at the words at both ends of the line before you circle a number. There 
are no right or wrong answers. 
1. Pleasant 5" 6 3 2 1 0 1 2 3 4 5 Unpleasant 
2. Caring 5 4 3 2 1 0 1 2 3 4 5 Uncaring 
3. Uncooperative 5 4 3 2 1 0 1 2 3 4 5 Cooperative 
i. Demanding 5 4 3 2 1 0 1 2 3 4 5 Indifferent 
5. Refined 5 4 3 2 1 0 1 2 3 4 5 Crude 
6. Tense 5 4 3 2 1 0 1 2 3 4 5 Relaxed 
7. Open 5 4 3 2 1 0 1 2 3 4 5 Guarded 
8. Self-Assured 5 4 3 2 1 0 1 2 3 4 5 Uncertain 
9. Unreliable 5 4 3 2 1 0 1 2 3 4 5 Reliable 
10. Talkative 5 4 3 2 1 0 1 2 3 4 5 Quiet 
11. Industrious 5 4 3 2 1 0 1 2 3 4 5 Lazy 
12. Hateful 5 4 3 2 1 0 1 2 3 4 5 Affectionate 
15. Patient 5 4 3 2 1 0 1 2 3 4 5 Impatient 
14. Assertive 5 4 3 2 1 0 1 2 3 4 5 Reticent 
15. Irresponsible 5 4 3 2 1 0 1 2 3 4 5 Responsible 
16. Arrogant 5 4 3 2 1 0 1' 2 3 4 5 Unassuming 
17. Emotional 5 4 3 2 1 0 1 2 3 4 5 Unemotional 
18. Daring 5 4 3 2 1 0 1 2 3 4 5 Cautious 
19. Tolerant * 5 4 3 2 1 0 1 2 3 4 5 Intolerant 
20. Dependable 5 4 3 2 1 0 1 2 3 4 5 Undependable 
21. Excitable 5 4 3 2 1 0 1 2 3 4 5 Unexcitable 
22. Rewarding 5 4 3 2 1 0 1 2 3 4 5 Punitive 
23. I'nsupportive 5 4 3 2 1 0 1 2 3 4 5 Supportive 
Active 5 4 3 2 1 0 1 2 3 4 5 Passive 
25. Sensitive 5 4 3 2 1 0 1 2 3 4 5 Insensitive 
26. Hostile 5 4 3 2 1 0 1 2 3 4 5 Friendly 
27. Creative 5 4 3 2 1 0 1 2 3 4 3 Conservative 
28. Concerned 5 4 3 2 1 0 1 2 3 4 5 Unconcerned 
29. Rigid 5 4 3 2 1 0 1 2 3 4 5 Adaptable 
30. Intelligent 5 4 3 2 1 0 1 2 3 4 5 Ignorant 
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Finally, we would like to ask you about the extent to which parents should be in­
volved in different phases of your therapy program. Please circle the number which 
represents your attitude toward parental involvement. 
Questions 
To what extent do 
you think parents 
should be involved 
in the identifica­
tion of their child's 
communication dis­
ability? 
To what extent do 
you think parents 
should be involved 
in the assessment 
of their child's 
communication dis­
ability? 
To what extent do 
you think parents 
should be involved 
in the therapy phase 
of their child's 
communication dis­
ability? 
To what extent do 
you think parents 
should be involved 
in the decision to 
dismiss their child 
from therapy? 
.No 
Involvement 
Amount of Involvement 
Very Little Some Considerable Very Much 
Involvement Involvement Involvement Involvement 
Please add any comments you wish to make on the remaining portion of this page 
Thank you for your cooperation. 
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QUESTION CODE 
A. 1 (1) Male, (2) Female 
Actual Years 
VARIABLE VARIABLE LIST 
A. 
A. 
2 
3 
A. 4 
A. 5 
A. 14 
1. Single 
2. Married 
3. Separated 
4. Divorced 
5. Spouse deceased 
(1) No, (2) Yes 
0-0 
1-1 
2-2 
8-8 and over 
1—no preparation 
2—poor 
3—fair 
4—good 
5—excellent 
001 
002 
003 
Sex 
Age 
Marital Status 
004 
006 
028 
Presence or Absence of 
children in the home 
Years of Experience 
in Speech Pathology 
Subject Prep in Artie. 
same 029 Subject Prep. in Stutt. 
same 030 Subject Prep. in Voice 
same 031 Subject Prep. in Language 
same 032 Subject Prep. in Cleft L/P 
same 033 Subject Prep. in Hearing 
same 034 Subject Prep. 
Palsy-
in Cerebral 
same 035 Subject Prep. in Parent I/C 
same 036 Subject Prep. 
Relations 
in Prof. 
same 037 Subject Prep. 
Reports 
in Writing 
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same 038 
same 039 
same 040 
A. 15 same 041 
same 042 
same 043 
same 044 
same 045 
same 046 
same 047 
same 048 
same 049 
same 050 
same 051 
same 052 
B. 1 Raw Numbers 058 
B. 4 O=none 076 
High=lst: and 2nd 
3rd and below 
same 077 
same 078 
same 079 
same 080 
Sub. Prep, in Organization 
and Management 
Sub. Prep, in Diagnostic 
Evaluation 
Sub. Prep, in Normal Acq. 
of Lang. 
Sub. Prac. Exp. in Artie. 
SPE in Stuttering 
SPE in Voice 
SPE in language 
SPE in Cleft L/P 
SPE in Hearing 
SPE in Cerebral Palsy 
SPE in Parent I/C 
SPE in Prof. Relations 
SPE in Writing Reports 
SPE in Organization & 
Management 
SPE in Diagnostic 
Evaluation 
No. of Total Pupils 
(Caseload) 
Artie. Enrollment 
Lang. Disorder Enrollment 
Stuttering Enrollment 
Hearing Enrollment 
Cleft L/P Enrollment 
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same 081 
same 082 
B. 12 (1) No, (2) Yes 144 
same 145 
same 146 
same 147 
same 148 
same 149 
same 150 
same 151 
same 152 
same 153 
same 154 
B. 16 (1) No, (2) Yes 176 
same 177 
same 178 
same 179 
same 180 
same 181 
same 182 
B. 17 Actual NOS. Rounded 185 
Voice Disorder Enrollment 
Cerebral Palsy Enrollment 
Types of Parental Contacts, 
Individual Conferences 
Group Conferences 
Therapy Observations 
Training Parents to 
Manage a Therapy Program 
at Home 
Home Visits 
Telephone Contact 
Written Correspondence 
Written Correspondence, 
No Response Expected 
Telephone and Individual 
Conferences 
Telephone and Written Corr. 
Individual and Group Conf. 
Effectiveness of Therapy 
Program, Report to CI. 
Teachers 
Report to Parents 
Report to other Prof. 
Classroom Visit 
Observations 
Partit and Teachers 
Observations and Report 
to Teachers 
Weekly Responsibilities, 
Therapy Hours 
131 Coding p. 4 
same 
same 
same 
same 
same 
same 
same 
same 
51-1-00 
4L-2-03 
3L-3-05 
21i-4-06 
lL-5-07 
0 —6—08 
lR-7-09 
2R-8-10 
3R-9-11 
4R-10-13 
5R-11-16 
same 
186 Traveling Hours 
187 Hours in Parent Conf. 
188 Hours in Prof. Conf. 
189 Therapy Effectiveness 
190 Hours Writing Reports 
191 Hours Preparing Lesson 
or Session Plans 
192 Hours in Testing and 
Assessment 
193 Other Activities 
204 A Pleasant—TJhpleasant 
205 C Caring—Uncaring 
206 A Dncoop—Coop 
207 C Demanding—Indifferent 
208 A Refine—Crude 
209 B Tense—Relax 
210 E Op en—Guarded 
211 B Self-assured—Uncertain 
212 A Unreliable—Reliable 
213 B Talkative—Quiet 
214 A Industrious—Lazy 
215 C Hateful—Affectionate 
216 C Patient—Impatient 
217 B Assertive—Reticent 
218 B Irresponsible—Respon. 
219 B Arrogant—Unassuming 
220 B Bnotional—Imemotional 
221 A Daring—Cautious 
222 C Tolerant—Intolerant 
223 A Dependable—Undepen. 
224 A Excitable—Ihexcit. 
225 C Reward—Punitive 
132 Coding p. 5 
226 C Dhsupportive—Supportive 
227 A Active—Passive 
228 B Sensitive—Insensitive 
229 G Hostile—Friendly 
230 C Creative—Conservative 
231 C Concerned—IJhconcemed 
232 A Rigid—Adaptable 
233 B Intelligent—Ignorant 
The coding of the above variables resulted in a low score on this scale 
reflecting a favorable opinion of parents than a high score. 
D. 1 l=no involvement 234 Identification of Problem 
2=very little involvement 
3=scsne involvement 
4=considerable involvement 
5=very much involvement 
same 235 Assessment of Problem 
same 236 Therapy 
same 237 Final Evaluation 
